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EDITORIAL COMMENT 


The Structure It will be of great help to tics are found to be much the same in all 
of the Mind general practitioners to - children, at least in those who are not mark- 
know that, theoretically, edly defective in intelligence. From this 
the mind may be regarded as having struc- standpoint, new-born infants are as much 
ture. In fact, without due evaluation of the alike as peas in a pod, the relatively slight 
forces contained in such a structure, it can- differences in individual stock not greatly 
not be readily understood why it is that per- affecting the quantity and qualities of the 
sons with mental illness generally fail to archaic instincts. The latter are primarily 
overcome such illness without assistance, uncivilized, are powerful, and beginning with 
and why it is that treatment based essential- child training are gradually directed more or 
ly upon suggestion, advice and persuasion, less into habitual channels which promote 
generally fails to effect permanent improve-_ the relationship of individuals to one another 
ment in mental symptoms. in a civilized milieu. Theoretically, the in- 
In the following schematic presentation of stincts may be regarded as the ever produc- 
the Structure of the Mind, that portion de-_ tive source of all our energy. They remain 
signated “Racial Unconscious” is the mind deeply buried in the unconscious. We “feel” 
of the infant at time of birth, and the re- them, but never consciously remember their 
maining portions represent mental develop- origins, as we do in the case of experiences 
ments after the child has arrived in the world. occuring since birth. 


2. Personal Unconscious—aAll of our life, we 
go through a process of forgetting, which in- 
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EgoeIdeal - - : : 
, volves most of the memory impressions of 
ning ; Personal experiences had since birth. Various forces 


Conseience) Unconscious play a part in such forgetting. For example, 
ip through indifference the memory of an ex- 
perience gradually fades out of ready cons- 
cious recall, if we fail to “keep it alive” 

A gescntotons 7 through consciously thinking of it from time 

to time. Such forgetting does not imply com- 

1, Racial Unconscious—From the influences pletely losing such memories from the mind. 
Which have acted upon human beings for Instead, such memories are buried deeper and 
Millions of years, we have accumulated men- deeper in the unconscious through the pas- 
tal properties which have been primarily ad- sage of time, during which we have been 
vantageous to the preservation of the race, consciously involved with intervening exper- 
and incidentally to the individual, and which ences. Emotional forces, however, play a far 
have become transmissible hereditarily. We more important role in forgetting. They are 
commonly call these mental properties “In- too intricate to permit of an attempt at full 
stincts”. Archaic in origin their characteris- explanation here. It may be mentioned, how- 
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ever, that we generally tend to remember 
pleasant experiences and to forget unpleasant 
ones. When a situation is met that is par- 
ticularly difficult and is at the same time 
painful, and a satisfying solution is not found, 
we may “push it out of our mind,” as we say. 
Actually, we do not push it out of our mind, 
but push it down into the unconscious, or 
“repress” it. Such repressed memories of ex- 
periences constitute what may be called “un- 
finished emotional business,” and remain un- 
straightened, unfinished, emotionally charged, 
very much as they were at the time of their 
repression; as long as they remain uncons- 
cious, they influence us from their position 
there. We call the forgotten memories of ex- 
periences had since birth the Personal Un- 
conscious, to distinguish them from the 
Racial Unconscious. 

In my opinion, the first six or eight years 
of life are the most important ones, because 
during those years, through moulding by ex- 
perience, are laid the foundations upon which 
adult personality is built. From the stand- 
point of the child, such moulding of the foun- 
dations of personality make-up is accidental, 
for he is not yet old enough to discriminate 
and choose what he builds into his mind. 
With such consideration, it becomes apparent 
that various instabilities may be built into 
the very foundations of mental make-up. 

3. The Conscious—The mind has been aptly 
compared to an iceberg, the small portion pro- 
truding above the surface of the water cor- 
responding to the conscious mind, and the 
great bulk underneath the surface corres- 
ponding to the unconscious. While we are at 
any given time the product of our inheritance, 
plus the impressions of all our life’s exper- 
iences in relation to our total environment, 
only a relatively small portion of the memories 
of our life’s experiences is subject to ready 
recall into consciousness, for use in our daily 
thinking and our complex relationships to 
the world. We are no more capable of cons- 
ciously knowing what is in our unconscious 
mind than we are able to see the iceberg 
underneath the surface of the water. Yet we 
are ever automatically influenced by past 
experiences, the memories of which are buried 
in the unconscious. It now becomes under- 
standible that we may be influenced in our 
thinking and acting by instabilities built into 
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the foundations of our mental make-up, and 
by “unfinished emotional business,” withoy, 
consciously being aware of the source or 
character of such influences. 

4. The Super-Ego—This part of the struc. 
ture of the mind is what we generally cay 
our “inner conscience”. With at most inade- 
quate conscious reasoning, we “feel” that We 
must do this because it is proper, or ayojig 
doing that because it is improper. The foyp- 
dations of the super-ego, or inner Conscience, 
are laid in the years of childhood through 
the attitudes of father, mother and other 
persons who represent ideals and whom the 
child imitates. From their apparent attitudes 
of what is good and bad, right and wrong, 
proper and improper, are built up the child's 
beliefs. We incorporate into ourselves what 
we conceive to be the attitudes of such per- 
sons, and our concepts, because of our youth 
and inexperience, may not accurately reflect 
the real thoughts of our elders about good 
and bad, et cetera. Whatever concepts of 
their attitudes we gain are buried in the 
unconscious along with the most of our mem- 
ories of childhood, and thereafter our react- 
ing to them is largely automatic and much as 
if we had incorporated our parents into our 
mind and as if they there told us “Don’t do 
this,” or “Do that”. The super-ego may be 
lax, perhaps to the extent that we manifest 
little evidence of possessing a conscience. Or 
it may be so severe that we go through life 
in a narrow groove, fearful to an absurd de- 
gree that we are doing something wrong. A 
tyrannical super-ego, notwithstanding the 
commendable qualities it entails, may be a 
marked impediment to full capacity for ef- 
ficiency and satisfactions. 

5. The Ego Ideal—This is intimately a part 
of the Super-Ego, but is largely acquired later, 
from school teachers and others, and more 
on the basis of one’s own choice. It is that 
part of the Super-Ego which is kept alive in 
consciousness, in connection with our cons- 
cious morals and ideals. 

Each one of us has within himself powerful 
instincts, present from birth, and a bulk of 
unconscious memories of experiences which 
constantly influence him from the uncons- 
cious. One may have much “unfinished emo- 
tional business” within his unconscious, which 

(Continued to page 317) 
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Psychiatry in General Practice* 


DAVID SLIGHT, M.B., Ch.B., D.P.M., F.R.C.P. (C), 
Chicago, Illinois 


Dr. Slight received his medical training at the Uni- 
rsity of Edinburgh, in 1922. He was then Lecturer in 
ss logy at the University and Assistant Physician in 


rd Seat Mental Hospital at Edinburgh. Following further 
hospital service, Dr. Slight came to McGill University 


as Clinical Professor in Psychiatry and Psychiatrist-in- 
Chief of the Royal Victoria Hospital. Four years ago, 
pr. Slight came to the University of Chicago as Professor 
of Psychiatry. He has written various papers on physi- 
ological, social and clinical aspects of psychiatry. He is 
a member of the American Psychiatric Association, the 
Central Neuropsychiatric Society, the Association for Re- 
search in Mental and Nervous Disease and many others. 
Dr. Slight is also president of the Illinois Society for 


Mental Hygiene. 


Problems of mind and conduct are now 
securing an increasing attention on all sides 
and in all aspects of life. It is now coming 
to be recognized that psychiatry is not con- 
fined to practice in mental hospitals, but is 
concerned with the whole field of emotional 
and personality disorders. Psychiatry has de- 
veloped greatly as a medical specialty; but 
equally striking, has been the development 
of interest in disorders of mind and conduct 
by various non-medical groups concerned with 
the field of human relations. Indeed, it seems 
at times as if the medical profession in general 
has not developed an equal degree of interest 
and concern in regard to many of these dis- 
orders. This may be due to the fact that med- 
icine has been pre-occupied with the remark- 
able advances in diagnosis and treatment 
achieved by physical methods in relation to 
organic disease that have come in recent 
times. Perhaps it has been taken too much 
for granted that such techniques and methods 
were sufficient for all the problems confront- 
ing medicine. In any case, we seem to have 
forgotten what was recognized more clearly 
in the past, namely, that man is not merely 
the sum of individual organs and body func- 
tions, but rather a functional unit living in 
a social environment and thus subject to con- 
tinued reaction and adjustment of functions 
and capacities in terms of factors we shall 
briefly call emotional. 

In view of the increasing general interest 


in disorders of the personality and the activi-- 


—_—. 


* Graduate Conferences for Physicians, April 19, 
1939, at the Herman Kiefer Hospital, Detroit. 
Meeting arranged through cooperation of the 
Michigan Society for Mental Hygiene, Inc. 


ties of the non-medical groups mentioned, 
the place of the physician in the field should 
be reviewed. Conservative reckonings estimate 
that thirty per cent of all persons seeking 
medical advice are suffering from functional 
disorders. This is a great challenge to the 
physician in general practice. The outcome 
is difficult to foretell, and it may well be that 
medical attitudes and practice are due for 
extensive changes, if the physician is to con- 
tinue to hold his place in the field. Psychiatry 
is a specialty, but problems of mind and con- 
duct are more widespread than any other 
form of disorder and thus must concern all 
physicians. However, it is fair to say that 
many medical men have less knowledge and 
familiarity with these disorders, than with 
most other branches of medicine. 


The Field of Psychiatry 


In a brief review of the field we shall 
pass from the disorders popularly regarded 
as being essentially of medical concern to 
those in which the non-medical groups are 
more interested, and where the division of 
right and responsibility between medical and 
non-medical disciplines is less clear. 

(1) The Psychoses—This term refers to the 
disorders of mind and conduct that are of 
such severity as to require institutional care, 
or special supervision. Their frequency is in- 
deed great since it has been estimated that 
5 per cent of the population will be com- 
mitted as insane during their life time and 
that another 5 per cent will be affected to a 
Similar degree, as far as ability to work is 
concerned, although they will not actually 
be committed. The general practitioner is 
usually concerned only with recognizing these 
disorders as psychotic and placing the pa- 
tients under institutional or special care. One 
such disorder, however, will concern every 
practitioner: the so-called toxic-confusional 
psychosis, a condition liable to occur as a 
complication in any and every branch of 
medicine. Study of a few such cases should 
serve to familiarize any physician with the 
general problems of all psychoses, not only 
as to symptoms and processes, but also as 


293 














DISEASES OF THE NERvouS SYSTEM 


to the general principles of treatment in- 
volved. Thus, this type of disorder forms a 
link of special importance between psychiatry 
and general medicine, since most of the in- 


dications for treatment are those of general - 


medical therapy, apart from the special needs 
relating to excitement, violence and the like. 

(2) Mental Deficiency—The problems of 
this group are fairly simple in general prac- 
tice, that is, from the diagnostic standpoint. 
In the more serious cases of mental defect 
the necessity for institutional care is obvious, 
and in the higher grades the diagnosis will 
become obvious when the child enters school, 
if it has not been made before. As to the 
frequency of mental defect, it has been es- 
timated that over 6,000,000 of the population 
have an Intelligence Quotient under 70, and 
it may be recalled that as I. Q. values fall 
below 70, it is more likely that institutional 
care will be necessary. It is to be hoped for 
that every general practitioner has at least 
a working knowledge of what the I. Q. means. 
In-the higher grades of mental defect, the 
chief problems, such as the need for special 
instruction and later for vocational training 
and placement, concern the educator. But 
mental defecting at the adult level, at least, 
will assumedly constitute a greater problem 
for the practitioners, as the tempo of life 
accelerates and tends to increase the fre- 
quency of behavior problems amongst them. 

(3) Emotional Factor in All Disease — It 
should go without saying there is an emo- 
tional factor in all disease. The tendency to 
speak of this as a “psychiatric” aspect may 
well be taken as an index of the relative neg- 
lect of the individual, when the physician 
concerned calls on the psychiatrist without 
further effort on his part to clarify this as- 
pect and its therapeutic implications. 

(4) The Neuroses— These disorders have 
been estimated to constitute at least thirty 
per cent of the whole practice of medicine. 
We may arbitrarily divide them into: 

(a) A relatively small group in which the 
complaint is made in frank “mental” terms, 
such as fear, obsessions and the like. 

(ob) A much larger group in which the 
symptoms are of a “physical” nature, passing 
under a variety of names; sometimes general, 
as “nervous strain’; often under terms in- 
dicating the system to which the symptoms 
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refer, as gastric and cardiac neuroses; and 
even more often under terms that reflect the 
common bias of physician and patient alike 
to have the disorder recognized as of Purely 
“physical” origin. The proportion of Neuroses 
diagnosed and treated as such is indeeg smal] 
It is doubtful if a like percentage of evasions 
occurs in any other type of disorder. 

The reasons for this are many, some of 
which relate to the aversion of public and 
profession alike to acknowledge emotional anq 
personality disorders. Medical and Surgical 
measures are too often applied in terms of 
the presenting symptoms, without evaluation 
of the latter in relation to the disordereg ip. 
dividual as a whole. One aspect of moder 
life may in part explain this, namely, the 
change in the relationship between family 
physician and patient. It is unfortunate that 
we hear and see less of the physician who 
used to have the family under his charge 
from birth onwards, the physician who knew 
the constitutions and family circumstances 
and had an established contact with the in- 
dividual as a human being, over and above 
the state of his organs. Understanding and 
treatment of the individual in general prac- 
tice is often less certain now than in the past, 
since a time factor is involved in gathering 
the knowledge that enables one to take ade- 
quate account of personal factors in the rou- 
tine of general practice. Also, patients are 
more sophisticated nowadays in ways that 
may not be to their best advantage as, for 
example, when they come to the physician 
with preformed ideas and desires for treat- 
ment of alleged sinus, gall-bladder, allergic 
or other supposed causes of their ills, based 
on their reading and contacts with others. 
These explanations are “ordinary” and face- 
saving and forestall enquiry into personal 
and emotional factors. 

(5) Behavior Problems in Children—Many 
of these disorders present the same problems 
and considerations that have been discussed 
under the heading of the neuroses. In this 
field the non-medical groups are most active, 
and it seems more and more likely that many 
such disorders will pass into the hands of 
social worker, educator, consulting psychol- 
ogist and the like. 

(6) Personality Problems — These form a 
heterogeneous group that cannot always be 
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formulated in terms of ordinary medical cate- 
gories. In this group we have failures or 
maladjustments in vocation, sex, marital life 
or social relations. The non-medical disci- 
plines have been active in this field and it 
is often claimed that the medical profession 
is no more qualified than they are to treat 
or give advice in such problems. Actually, 
many of these conditions are truly neuroses 
or other established clinical conditions. Never- 
theless, medicine has a distinct challenge to 
meet here, well reflected in the statement so 
often heard: “There is no use in seeing a 
medical doctor for this; he is only interested 
in operations and drugs.” We may also men- 
tion the rapidly growing demand for advice 
on matters of personality, vocation, family 
adjustment, marriage and other problems of 
living, sought for in the hope of forestalling 
the possible development of disorder and dif- 
ficulty in the future. 


Some Considerations as to Psychiatry 
in General Practice 


This topic may be considered under two 
headings: 

(1) The possibilities and limitations in gen- 
eral practice of investigating and treating 
emotional and personality factors as deter- 
mined by considerations of time and the 
training and interest of the physician. 

(2) The attitudes of patient and physician 
to personality investigation and to treatment 
of a psychiatric nature. 


In regard to the first, the investigation is | 


liable to be so time-consuming that the pros- 
pect appears expensive to the patient, or 
unremunerative to the physician. Thus, an 
operation is often paid for more willingly 
than many hours spent in personality investi- 
gation and psychotherapy. The patient with 
a neurosis may feel it worth while to under- 
take expensive therapy by physical or other 
measures in the hope of gaining quick relief 
rather than engage in psychotherapy which 
may involve continued effort and little pros- 
pect of immediate relief. This only goes to 
show that we have not yet reached the ra- 
tional stage of development on which we 
pride ourselves, and maybe are more influ- 
enced by the irrational than we would like 
to acknowledge. 

As to the second, we have already covered 
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part of what might be said. Everyone resents 
an invasion of the Ivory Tower and it is 
easier to sacrifice an appendix than an as- 
piration, allow the exploration of a sinus than 
a symbol, or suffer the removal of a tooth 
than a temptation. Here we have a most 
interesting problem, the social stigma that 
attaches to any acknowledgment of a dis- 
order as “mental’’, and this is the crux of 
the difficulty in the development of psychi- 
atry, either in general practice or out of it. 
In psychiatry we are beset by difficulties 
that do not affect those branches of medicine 
that involve less personal factors, less in the 
way of self-revelation and abnegation. In 
addition, psychiatry is generally regarded as 
a most difficult field and thus one in which 
the general practitioner feels insecure. But, 
for the purposes of general practice, it is only 
necessary to acquire a knowledge of the prin- 
ciples of psychiatry, on a common-sense and 
practical basis, to ensure that the physician 
can fulfill his obligations in diagnosis and 
therapy. In any event, psychiatric disorders 
are first seen in general practice, that is, in 
the early stages when there are possibilities 
of prevention or of simple remediable treat- 
ment. Preventive medicine and mental hy- 
giene are empty terms unless and insofar as 
the general practitioner is sufficiently in- 
formed to observe and prescribe for the early 
stages of disorder. 


The Psychiatric Examination 


This heading may be disconcerting to those 
who interpret the term “psychiatric” as im- 
plying psychosis or insanity. Actually, the 
elucidation and assessment of the degree of 
disorder present in the psychotic patient 
should present little difficulty. What is in- 
volved are the simple techniques of fact- 
finding, common to all disciplines concerned 
with human relations, namely, enquiry, ob- 
servation, and the obtaining of information 
from others. We may well remember that 
when there is any question as to commitment, 
mental responsibility, or the like, these mat- 
ters are assessed by a lay jury. Presumably, 
the average medical man might well be ex- 
pected to have equa! abilities; and in addi- 
tion, he has had professional training in the 
field of human relations. 

The most common condition wherein the 
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medical man has to make a “psychiatric” 
examination is in the minor disorders, the 
neuroses and personality problems. The usual 
schemes of examination, as given in psychiat- 
ric text-books, may at first sight seem of 
great complexity, and if followed mechanical- 
ly are not helpful for the purposes of general 
practice. However, the physician need not 
be unduly disturbed, and he is ill-justified 
in echoing the often heard statement that 
a psychiatric investigation is too complicated 
for the ordinary medical man. If we apply 
ourselves to a consideration of the principles 
involved, we shall find that such schemes 
are only elaborations of very simple matters 
which we shall review. 

(1) Such examinations involve no more 
than the techniques of the general medical 
examination. They are fact-finding and based 
on observation and enquiry. 

(2) The method of such fact-findings is 
the interview, the basis of all clinical study, 
and of all other fields of personality inves- 
tigation. 

(3) The only feature that distinguishes the 
“psychiatric” interview is the special emphasis 
of enquiry on what the patient thinks, feels 
and does or wants to do. 

(4) We endeavor to determine how the pro- 
cesses of impression and expression or, in 
other words, the functioning of the individual 
as a whole has been disturbed. 

Difficulties may arise for some physicians 
whose training and interests have been pre- 
dominantly concerned with organic functions 
and the presence of local physical disorders. 
They are, therefore, oblivious, or at least less 
conscious than they might be of those aspects 
of health that represent the activities and 
reactions of the individual as a whole, living 
in a social environment and subject to stress- 
es and strains, emotional and social, as well 
as to inorganic or organic agents, chemical, 
toxic, bacterial and the like. 


The Nature of Psychiatric Problems 


Many physicians have difficulty in acquir- 
ing a minimum knowledge of the nature of 
these disorders, the reasons for which are 
many and would merit separate and special 
consideration. Psychiatric literature and term- 
inology may seem difficult, but terminology, 
theories of the various schools and concep- 
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tions of the specialist need not hinder anyone 
from acquiring a working knowledge of the 
subject for the purposes of general practice. 


The Psychoses 


In the “organic” psychoses, the causal fac- 
tors are those of organic disease in genera), 
toxin, trauma, tumor and trophic, and the 
indications for treatment are chiefly those 
of general medicine. The only therapeutic 
needs calling for special consideration relate 
to the disorders of conduct involved, such as 
violence, excitement, neglect of self and the 
like. These are more or less the same in al] 
psychoses. 

In the so-called functional psychoses, the 
schizophrenic and manic depressive, and this 
applies also to the larger proportion of the 
neuroses, a difficulty that besets so many 
physicians is acceptance of the fact that emo- 
tional conflict can produce the vast variety 
of dysfunctions that it does. In general con- 
versation we all recognize the far-reaching 
effects of emotion, yet so often we seem re- 
luctant in medical practice to acknowledge 
the effect of such factors in the production 
of disorder and dysfunction. In so doing we 
are overlooking the general principle that 
normality or health is a balance of energies, 
between the processes of excitation and drive 
on the one hand, and the capacities for dis- 
charge and expression on the other. 


The Neuroses 


In the neuroses, as in the functional psy- 
choses, there are three main factors to be 
considered: 

(1) The constitutional basis and charac- 
teristics. 

(2) The ways in which training and ex- 
perience have operated to influence the per- 
sonality development. 

(3) The present social and reality situa- 
tions confronting the patient. 

In our evaluation of causes, we have to 
face the ever challenging question as to how 
far the disorder is the consequence of: 

(a) The external and social factors, or 

(b) The personality factors of the individ- 
ual concerned. 

It may be that some neuroses occur in 
fairly well-balanced personalities when the 
external stresses and strains have been of an 
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overwhelming nature. However, in most cases, 
we cannot but recognize the interplay of the 
two factors, the external or social on the one 
nand and the personal “vulnerabilities” on 
the other. We can thus make a series as we 
pass from those in which the personality 
“yylnerability” is minor and the larger fac- 
tor is social, to those in which the external 
factors are of relatively mild degree and 
wherein the disorder is essentially due to a 
personality defect. In relation to prognosis 
and treatment, it is likely that in the former 
group a relatively small adjustment of the 
personality may effect a cure. In the latter, 
either much social change is necessary, or 
a need for thorough-going alterations of the 
personality, that is, for intensive or radical 
psychotherapy. Thus, as to the methods of 
psychotherapy indicated, the former group 
is more likely to respond to superficial meth- 
ods, like suggestion and reassurance, while 
in the second group there is greater need for 
methods that will lead to a readjustment of 
life values and standards. 


The Problem of Diagnosis 


As to diagnosis in general practice, we shall 
consider only the general principles involved: 


Psychoses. 


(a) In the patient who has already shown 
marked signs of mental and conduct disorder, 
the question of further diagnosis is over- 
shadowed by the obvious and urgent neces- 
sity for placement under institutional care. 
As to the determination of the particular 
type of psychosis involved, this need not con- 
cern us greatly, for the answer may only be 
clear after prolonged observation and too 
often is an academic issue at this stage. How- 
ever, an endeavor to achieve a general diag- 
nosis of the nature of the case should be 
made and this calls only for a general med- 
ical training. The chief question is whether 
or not organic factors are present that ap- 
pear of causal significance and seem likely 
to respond to forms of treatment that can 
be applied in general practice or can be ob- 
tained in a general hospital, as when there 
is a suspicion of brain tumor, or when the 
patient appears to have a toxic-confusional 
psychosis. Apart from such obvious indica- 
tions for general medical or surgical treat- 
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ment, it is questionable as to how much time 
should be wasted, and the term is used ad- 
visedly; in following up this or that theory 
as to possible organic factors, for such con- 
siderations are difficult to assess and there 
are false and unwarranted claims as to the 
truth of many theories and the efficacy of 
various therapies in the psychoses. 

(bo) In the so-called borderland or early 
stages of the psychoses, the problem of diag- 
nosis is more difficult. In spite of pious hopes 
and claims as to what should be done in 
general practice, perhaps we should more 
honestly face the fact that diagnosis in the 
early stages is too often a difficult problem 
even for the specialist. The obligations of 
general practice are well met when the phys- 
ician suspected the onset of a psychotic re- 
action and has attempted to secure specialized 
help in the matter. As to the signs that jus- 
tify one in suspecting a psychosis, we might 
well devote a separate study. Even in the 
absence of specialized psychiatric knowledge, 
many such cases are “suspected” in terms of 
general observation and intuition, but too 
often action is not pursued to verify the im- 
pression until the disorder is only too ob- 
vious. The time to recognize the so-called 
early or borderland case is when the signs 
are vague and intangible. Otherwise, the case 
is no longer “early” or “borderline,” and thus 
so often it is found that the alleged border- 
land state is already a well-established psy- 
chosis. 


Neuroses. 


We may divide this group into two main 
classes aS previously stated. 

(a) Those who complain essentially of 
“mental” difficulties, such as phobias, obses- 
sions and the like. Here, the primary problems 
are relatively simple: first, determining that 
the disorder is no more than a neurosis; and 
second, determining the degree of upset and 
discovering how far it is dependent on exter- 
nal factors, remediable by social adjustment, 
or by symptomatic and bolstering treatment, 
physical and mental, which will help the 
patient to meet his problems; or, on the other 
hand, in determining how far the essential 
factor lies in the personality make-up of the 
individual, thus calling for a readjustment 
of his emotional values and reactions. It is 
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more important to consider diagnosis in terms 
of such dynamic considerations than in terms 
of applying this or that title to the condition, 
as if each such label implied specific forms 
of treatment. 

(b) The second group presents the most 
common and difficult problems of diagnosis 
in the neuroses, that is, the group in which 
the symptoms and complaints are of a “‘phys- 
ical” nature. Here we are concerned with the 
problem of differentiating neurosis from or- 
ganic disease and we shall touch on some of 
the general principles that may be helpful. 

There is a common tendency to diagnose 
neurosis solely by exclusion of the signs of 
organic disease, but this procedure is to be 
deprecated. It is only reasonable to suggest 
that a further step is required, namely, that 
the diagnosis of neurosis be made on con- 
siderations that indicate neurosis in a posi- 
tive way. To do this thoroughly would mean 
tracing and connecting the symptoms to the 
causal emotional factors and, ideally, in jus- 
tifying the diagnosis by “cure” through ad- 
justment of those factors. This is an ideal 
not always to be achieved in the hurried work 
of general practice. However, some simple 
considerations may be applied in the diag- 
nostic procedure. 

(1) As a rough and ready measure, we 
may apply a simple therapeutic test, such 
as giving a sedative and watching for the 
alleviation or disappearance of the symp- 
toms. We may even verify the results with a 
control test, withholding the sedative to see 
if the symptoms return and again giving it 
to see if further alleviation occurs. 

(2) Again, we may judge from the history 
as to whether or not an alleviation or disap- 
pearance of the symptoms occurred while the 
patient was on vacation, or during periods 
when some definite change was made in the 
social situation. 

(3) We may engage in the further experi- 
ment of arranging indicated alterations in 
the life of the patient, or in the attitudes of 
his friends to see whether or not these will 
produce alleviation of the symptoms. Again, 
we have an easy means of control by once 
more reviving the now suspect emotional and 
social stresses. 

(4) The multiplicity of symptoms, or their 
shifting from system to system, may in it- 
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self be sufficient to justify the diagnosis of 
neurosis by comparison with the usual form 
and course of dysfunction in the organic gigs. 
eases that call for exclusion. 

(5) There is the nature of the symptoms 
themselves and the possibility that they 
could not occur in organic disease. As an 
illustration, and unfortunately not always go 
clear cut, we may cite the glove or stocking 
anaesthesia in hysteria. 

These are only a few criteria and none are 
absolute, but taken together they will often 
carry us a long way towards establishing 
condition as a neurosis and not an organic 
disease. However, there are several possibili- 
ties we can never overlook, and we will here 
recall some of the possible relations between 
neurosis and organic disease. 

(1) The symptoms may be entirely due to 
neurosis. 

(2) A neurosis may exist with a coincident 
organic disorder, the two having no relation. 

(3) Both conditions may be present and 
the neurosis may be an accentuating factor 
in symptoms due primarily to an organic 
disorder. 

(4) Neurosis may develop as a reaction to 
the knowledge of organic disorder and to the 
changes in habits and capacities that result, 
as in various forms of cardiac disorder. The 
patient may thus be more handicapped from 
the results of the neurosis than from the 
physical effects of the organic disorder itself. 


Treatment 


It may be claimed that we have emphasized 
the neuroses as being of emotional origin 
and have failed to take account of possible 
“organic” factors. Some claim that all neu- 
roses are due to “organic” factors and re- 
commend only drug or other physical meas- 
ures. I cannot hope in this short space to 
thrash out the pro’s and con’s of this argu- 
ment. Much of our medical training and 
thinking would have it that all disorders are 
“organic,” and certainly the general populace 
would have it so. The fact that “recovery” 
appears to follow various measures of “or- 
ganic” therapy should give food for thought 
as to whether these measures are really ef- 
fective in terms of their pharmacological or 
physiological properties, or rather in terms 
of suggestion and the psychotherapeutic ef- 
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ficiency with which they are applied. Let us 
not overlook the reassuring and helpful ad- 
vice sO frequently thrown in which the phys- 
ician himself might discount were he re- 
minded of it. Many physicians are better 
psychotherapists than they know or pretend 
to be, and many patients benefit accordingly 
and in spite of the operative or physical 
therapy applied. Indeed, there is much need 
for the physician to resist the high pressure 
claims made in evanescent printed blurbs as 
to the supposed efficacy of various drugs and 
other measures and to be guided more by 
common sense and practical experience. 

One aspect of treatment calls for special 
comment, the time factor involved in the 
adequate investigation and psychotherapeutic 
treatment of many of these disorders, and 
particularly of the neuroses. This is often time 
consuming, if it is to be adequate, so much 
so as to seem unprofitable in many cases, 
according to the present standards of the 
practice of medicine and the expectations of 
the general run of patients. As a rule, the 
latter seek quick cures, preferably with a 
minimum expenditure of time and personal 
effort. This may be “human,” but tends to- 
ward a search for answers that could only 
be magical were they possible, and hence we 
have in part an explanation of the over- 
emphasis on physical measures that may seem 
to promise rapid and easy cure. That treat- 
ment should be paid for in terms of the time 
and effort involved in psychotherapy—and 
this applies also to other time consuming 
efforts of the internist—has not yet been re- 
cognized as a reasonable consideration by 
most patients. 

Methods of treatment can be resolved into 
some simple general indications, insofar as 
general practice is concerned. 


The Psychoses 


The chief problem in general practice is 
the recognition of the degree of disorder and 
the following disposal to an appropriate ins- 
titution, since most frank psychoses require 
the facilities of institutional care. There are 
possible exceptions, as in the aged, but little 
need be said of these beyond the ordinary 
considerations of medical practice in general. 
However, there are two forms of psychotic 
reaction that do call for special comment. 
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(1) The toxic-confusional conditions, as 
stated, are complications that may occur in 
the course of many diseases. The principles 
of treatment are essentially those of the un- 
derlying causal condition, so often forgotten 
in the event of the dramatic and overshadow- 
ing psychiatric complications. As to psychiat- 
ric aspects, two considerations should be 
emphasized: 

(a) The necessity for continued supervision, 
not only of life and limb, but also of the 
ordinary body needs and functions, by planned 
and careful attention to all functions and 
habits, an attention to detail equal if not 
surpassing that given to any acute medical 
or surgical condition. The outcome depends 
in large part on the nursing care so provided. 

(b) The second consideration, so often 
overlooked, and that will be met provided 
the nursing regime is adequate, is that the 
severity of disturbance is often less dependent 
on the causal condition than on the ac- 
quired dysfunctions that result from excite- 
ment, anorexia, and neglect of the body func- 
tions. Rectification of the latter will more 
often than not determine a sure start on the 
road to recovery. 

(2) The other group is composed of the 
so-called “borderland” patients. We speak 
much of them and of the responsibility of the 
general practitioner for their recognition and 
early treatment, but, unfortunately, many are 
retained under treatment in general practice 
when the need for specialized care is as 
great, if not greater, than in any established 
psychosis. Unless the general practitioner is 
prepared to have an interest and knowledge 
approximating that of the specialist, it would 
seem wise that he refer many such patients 
to the specialist, even more speedily than he 
sends the frank and established psychotics. 
The relatives may object, as they no doubt 
will, but if there is to be more than lip ser- 
vice to the necessity for early treatment, early 
action is certainly indicated in securing spec- 
ialized help and institutional care which alone 
can provide the necessary possibilities for 
treatment in most cases. 


The Neuroses 


Under diagnosis, we have indicated the 
general principles which determine how far 
and in what ways appropriate treatment can 
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be applied in general practice. As has been 
stated, only a small proportion of the neu- 
roses are diagnosed and treated as such. 
Whatever may be our bias as to the “organic” 
basis of these disorders, there is little justi- 
fication for ignoring the emotional and per- 
sonality aspects that so often are obvious to 
others less prejudiced by “organic” considera- 
tions. Symptomatic treatment should cer- 
tainly be applied to meet all remediable dys- 
functions by careful attention to such de- 
tails as sleep, rest, diet and the like. What- 
ever measures of physical therapy are applied, 
whether in relation to the presumed causal 
factors, or to secure symptomatic relief, noth- 
ing will be lost by efforts at simple psycho- 
therapy, or social adjustment of whatever 
emotional factors are prominent. We need not 
detail the methods of psychotherapy. Those 
that may be helpful had best be practiced 
in simple fashion, without the inhibiting ef- 
fect of appearing to demand special and tech- 
nical procedures, which the physician may 
be ill-qualified to utilize. The only necessity 
is that the physician have a sense of human 
values and a capacity to deal with his fellows 
on a human basis. The less “‘psychiatric” the 
better, if this term is to carry an implication 
of the obviously technical or the specialized. 
It is worth remarking on an attitude not 
uncommon, that of apparent self-conscious- 
ness and tendency to apology when psycho- 
therapy is to be applied. The same physicians 
will apply measures of a “physical” nature, 
considering them to be “legitimate” or “scien- 
tific,” yet knowing full well—if they think 
it over—that these can only be effective on 
a psychotherapeutic basis. This is an interest- 
ing reflection on the nature of present med- 
ical training and practice and denotes an 
attitude that seems to call for rectification. 
The same tendency denounced hypnosis as 
a legitimate method of therapy in a past 
generation. so that it disappeared for a time 
from the therapeutic armamentarium. 
Another aspect of the treatment of neurosis 
calling for comment is the common tendency 
to apply physical methods of therapy directed 
to the presenting physical symptoms, pre- 
sumably on the assumption that the latter 
are of causal significance. We hear much of 
the occasional patient in whom a diagnosis 
of neurosis was made and who later developed 
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organic disease. Criticisms ensue that are 
often unjustified for there is no reason Why 
a patient with neurosis cannot develop an 
organic disease like any other person. How- 
ever, if there are sins of omission, go are 
there sins of commission, and the latter are 
less often brought to book. An operative pro- 
cedure, or a course of therapy indicated fo, 
organic disease is not infrequently applieq 
in the neuroses on the grounds, more or legg 
consciously recognized, that it may at least 
have a good “mental” effect. We may wel 
ask how long the effect will last. Further. 
more, if there is a possibility of such relief 
we may well suggest frank psychotherapy 
as such, rather than the use of methods that 
are not so different from those used by non- 
medical groups which we call by unpleasant 
names. The position of the psychiatrist is in- 
deed difficult when a patient finally comes 
to him after having run the gamut of claims 
as to organic factors and has been submitted 
to a variety of operative or other procedures 
all based on the supposed “organic” causes 
of his disorder. The psychiatrist must then 
raise the question as to whether or not the 
disorder is due to emotional factors. The dif- 
ficulties that ensue go without saying and 
might well form the basis of more thought 
than they receive from physicians in general. 

If symptomatic treatment and superficial 
forms of psychotherapy are not effective, the 
question of calling on the psychiatrist may 
arise. Much of the success or failure of what 
ensues will depend on the way in which the 
need for psychiatric help has been presented 
to the patient. Too often he is made to feel 
that he is going to the psychiatrist as a last 
resort, and he reacts with all the resentment 
that mankind shows when his mental status 
is questioned. The psychiatrist might well 
plead for a different attitude on the part of 
many referring physicians, so that within 
the limits of the peculiar prejudices generally 
attaching to these disorders, the patient 
would come to the psychiatrist in more or 
less the same cooperative spirit, that he comes 
to other specialists. Furthermore, as to spec- 
ialized forms of psychotherapy such as Ppsy- 
choanalysis, it is to be regretted that the 
physician is not always as well informed as 
he might be, and is too often biased by uni- 
formed, popular and false conceptions of 
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what such methods have to offer and how 
they operate. 
Behavior Problems in Children 


As to the behavior problems of children, 
much of what has been said regarding the 
neuroses applies here also. All who have had 
experience with this group, know too well 
that treatment is more often than not indi- 


cated for the parent as well as for the child. 
Personality Problems 


The people with problems who come in 
increasing numbers for advice and guidance 
on a variety of personality, sexual, vocational 
and other problems previously mentioned, 
present medicine with many difficulties. The 
extraordinary development of activity in non- 
medical fields raises the question of how far 
such patients have had short shrift in the 
past at the hands of physicians and have 
come to feel, rightly or wrongly, that the phy- 
sician is unable or unwilling to meet their 
needs. The question is a serious one for medi- 
cine, since we see sO many patients going 
elsewhere who might conceivably have ob- 
tained the help required within the realm 
of medical practice. 

Conclusion 


I have attempted to cover a large field and 
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realize only too clearly the gaps in the pre- 
sentation. Briefly, psychiatry in general prac- 
tice involves little beyond the capacities and 
training of the average medical man than the 
application of common sense, plus a willing- 
ness to regard patients as human beings, a 
necessity to free himself from any undue bias 
that all disease is necessarily “organic,” and 
a willingness to recognize the powerful and 
far reaching effects of the emotions in the 
production of symptoms and disorders. The 
latter we all claim to recognize, but, unfor- 
tunately, more freely in the club than in the 
clinic where so often we appear to discard 
or deny such considerations. 


The other aspect of psychiatry in general 
practice that needs little emphasis is that 
the outcome of the mental health problem 
lies largely in the hands of the general prac- 
titioner, provided he is willing to help in 
breaking down the prejudices we have spoken 
of and to develop a whole-hearted interest 
in the field. Then he will be able to convey, 
and have his patients accept, the fact that 
emotional and personality disorder is an or- 
dinary form of illness, like other illnesses, 
and is to be regarded as a legitimate and 
ordinary concern of general medical prac- 
tice. 
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Clinical Manifestations of Allergy as they 
Affect the Central Nervous System* 


MELBOURNE J. COOPER, M.D. 
San Antonio, Texas 
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of Associate in Neurology in 1933. He resigned his posi- 
tions in Philadelphia in 1935 to return to Texas and enter 
private practice in San Antonio. He is a member of the 
Philadelphia Neurological Society, the Philadelphia Psy- 
chiatric Society, the Texas Neurological Society and the 
Southern Psychiatric Association. Several papers by Dr. 
Cooper have been published heretofore in current medical 
journals, 


The recognition of allergy as a factor in 
producing certain neurological and psychia- 
tric syndromes has lagged even behind the 
tather late development of our ideas of 


allergy affecting other systems. The impor- 
tance and extent of neuropsychiatric syn- 
dromes having their bases in allergy are yet 
to be evaluated. Knox,! writing on the patho- 
genesis of encephalitis occurring with vac- 
cination, variola and measles, states that in 
the use of the term “allergy” a biochemical 
reaction produced in the body from invasion 
of a foreign agent which leads to a specific 
immunity or hypersensitivity to the foreign 
agent is implied, but he recognizes that im- 
munity and hypersensitivity may be different 
phenomena and purposely avoids stating 
whether the biochemical reaction occurs in 





* Read at the annual meeting of the Texas Neu- 
rological Society, May 8, 1939. 
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the biood plasma, the fluid of the tissue 
spaces, or between one of these and the blood 
or tissue cells. He calls attention to the con- 
ception that the cellular changes seen mi- 
croscopically are considered secondary to the 
antigen-antibody reaction. 

In the limited space available, this com- 
munication will deal with the better known 
allergic reactions, omitting the discussion of 
the biochemical reaction patterns, although 
the possible mechanical relationship of the 
reacting tissues in the central nervous system 
will be mentioned. The principal syndromes 
to be considered are migraine; serum sickness 
with myelo-radiculitis; acute and subacute 
encephalomyelitis and possible multiple scler- 
osis; and some cases of epilepsy. The occas- 
ional cases of retrobulbar neuritis and cases 
with some psychic manifestations of allergy 
will not be included in this discussion. 

The most frequently encountered condition 
recognized as being largely of allergic char- 
acter is migraine. Migraine attacks are no- 
toriously precipitated in a large proportion 
of patients by directly traceable contact with 
allergens. Emotional tension and physical or 
mental fatigue, or almost any source of dis- 
tinct toxemia or debilitating physical condi- 
tion will make such patients much more easily 
susceptible to the attacks of headache. A 
corresponding increase in susceptibility to 
acute episodes in patients whose allergy ex- 
presses itself in ways other than in migrainous 
attacks under sources of increased emotional 
tension is well known. In patients having 
migraine, a carefully taken family history 
will usually uncover recognized allergic symp- 
toms in other members of the same family. 
Goltman,? reviews the theories of the etiology 
of migraine from 1849, and points out that 
these several theories do not explain all of 
the manifestations. In his case, the pathol- 
ogic physiology is suggestive of an allergic 
etiology and the allergy studies correlate 
nicely with such a conception of the process. 

The physiological changes occurring in the 
acute attack of migraine seem well demon- 
strated by the studies of Goltman and of 
Graham and Wolff.? There is a decrease in 
volume of the cranial contents which may 
correlate with vasomotor spasm for twenty- 
four hours preceding the onset of the acute 
attack. This is evidenced by pallor of the face 
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and skin of the head, and depression of the 
craniotomy opening in Goltman’s case, About 
coincidentally with the beginning of the heag. 
ache there is apparently an increase in the 
volume of the intracranial contents, With 
dilatation of the cerebral vessels, as observeg 
by actual exploratory operation during the 
time of an acute migrainous headache jp 
Goltman’s case, by subsequent observation of 
the bulging at the bone defect in Goltman’s 
case in subsequent acute attacks, and by the 
pronounced vasodilatation of the branches 
of the external carotid artery in the acute 
attacks as observed by Graham and Wolff. 
It should be noted that branches of the ex. 
ternal carotid artery supply the dura mater. 
Actual increase of pressure within the tem- 
poral artery by forcible injection of saline 
solution into the artery at a time when the 
peripheral portion of the artery was being 
compressed greatly increased the pain in the 
cases of Graham and Wolff. Anesthetization 
of the temporal and occipital arteries reduced 
this pain greatly, or abolished it altogether 
in the acute migrainous attacks. 

In accordance with these conceptions of 
the mechanism of the migraine attack, the 
methods of the compression of the external 
carotid, separate compression of the tem- 
poral and of the occipital arteries, and novo- 
cain injection around the temporal and occi- 
pital arteries on the side of the headache 
were tried in one of my patients with in- 
tractable migraine, in whom the attacks oc- 
curred too frequently to permit the use of 
ergotamine tartrate in all of the attacks. 
This patient was relieved to a large extent 
by the elimination of food and inhalant al- 
lergens, but on occasions she disregarded her 
dietary and other restrictions, and under 
such circumstances acute attacks sometimes 
occurred each few days. Observations in this 
patient demonstrated a fifty per cent relief 
of the pain which she was experiencing in 
the early part of one of the acute attacks 
and a limitation of the total severity of pain 
in that attack to about twenty per cent of the 
degree of severity in the usual severe head- 
ache, as estimated by the patient when novo- 
cain injections were given. Even further re- 
lief was experienced by compression of the 
maxillary artery following novocain injection 
of the temporal artery and of the occipital 
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artery. Compression of the maxillary artery 

seemed to relieve the point of pain referred 
to the external portion of the orbit on that 
side, and to the upper portion of the maxillary 
region and to some extent in the region of 
the middle of the brow, just above the orbit. 
Simultaneous compression of the temporal 
and of the maxillary arteries gave approx- 
imately complete relief of the pain in this 
area and relieved the sense of pressure within 
the skull also. On another occasion, satis- 
factory although not complete relief of the 
acute exacerbation was obtained by novo- 
cain injection about the temporal and occi- 
pital arteries in this patient, and she was 
surprisingly free of the acute attacks for a 
period of one month following that. There 
had been no change in her routine in that 
month of freedom from attacks. 

Asecond allergic syndrome is that of serum 
sickness. The generalized reaction and the 
cutaneous reaction need no description. In a 
small percentage of patients showing serum 
reaction, the central nervous system or the 
peripheral nerves are peculiarly affected. It 
appears to make no particular difference 
what type of serum has been used, nor at 
what site injection has been made. The neu- 
rological manifestations occur coincidentally 
with the cutaneous and general symptoms of 
reaction in most cases, and usually consist 
of a radiculitis, transient or permanent cord 
changes, or peripheral nerve affections. There 
is motor palsy, oftentimes some _ sensory 
change of a type dependent upon the loca- 
tion of the lesion, and ultimately complete 
recovery, or moderate to severe permanent 
changes dependent upon the location and 
severity of the initial lesion. The permanent 
results may be in the form of peripheral neu- 
ritis, neuritis of one of the larger plexuses, 
particularly the brachial plexus, or a diffuse 
myelo-radiculitis. Kraus and Chaney,‘ state, 
in discussing serum disease of the nervous 
system: “the underlying pathological process 
seems to be a primary involvement of the 
blood vessels, such as occurs in the ordinary 
type of serum disease.” This statement refers 
to the etiology of many minor manifesta- 
tions of serum sickness, such as headache, 
nausea, vomiting and neuralgia, as well as 
the more serious and disturbing forms. 

The standard treatment of the acute phases 
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of serum sickness with involvement of the 
nervous system consists of dehydration by 
the use of magnesium sulphate orally and 
by rectum, use of dextrose or sucrose intra- 
venously, repeated spinal drainage for the 
purpose of reducing the intra-cranial and 
intra-spinal pressure and thereby reducing 
the tendency to collapse of the vessels sup- 
plying the central nervous system and the 
meninges. The simultaneous restriction of 
fluids by mouth is usually recommended, but 
if the other methods of dehydration men- 
tioned are used vigorously, instead of the 
limitation of fluid intake, the results seem 
equally gratifying. In my experience, caffein 
sodium benzoate in fairly large doses hypo- 
dermically is a valuable adjuvant. 

Two fairly typical examples of peripheral 
neuritis secondary to serum reaction may be 
referred to briefly in passing. The patient 
was a male, age forty-two, and had been 
severely ill with type two lobar pneumonia. 
He was given type one and two combined 
serum immediately, in a dose of 20,000 units, 
and on the following day a total of between 
120,000 and 140,000 units of type two serum 
was given in divided doses over a period of 
ten to fourteen hours. Six days after the last 
of the serum was given there were diffuse 
joint pains lasting three days, and a secon- 
dary recurrence of joint pains in one wrist 
several days later. No focal weakness was 
noted until he first got out of bed, twenty- 
four days after the onset of the illness. There 
was dragging of the lower limbs, extreme 
fatigue of the muscles, upon even the slight- 
est use, and great diminution of the patellar 
reflexes. At the time of my examination, a 
little more than five weeks after the adminis- 
tration of the serum, there was a fairly typical 
diffuse motor weakness, affecting both upper 
and both lower limbs, with diminution of 
tendon reflex activity. There were no changes 
either in the gnostic or vital sensory com- 
ponents. Treatment by hydrotherapy, mas- 
sage, graduated exercises, and the daily ad- 
ministration of thiamin chloride constituted 
the program of treatment. Four weeks after 
the institution of this program of treatment 
he had walked a distance of three miles just 
before reporting to my office. At that time, 
there was still a marked depression of the 
achilles tendon reflex on the right side, but 
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the other tendon reflexes were approximately 
normal, and there was marked improvement 
in the objective motor power of all four 
limbs. 

Another type of reaction is illustrated by 
the following case. A man, twenty-nine years 
of age, after taking a moderate amount of 
alcohol, received an accidental blow to his 
chin, and was knocked unconscious. There 
was a deep gash on his chin and abrasions 
on the arm. He remained unconscious for 
about ten minutes, was pulseless at the time, 
as attested by physicians who were at the 
scene, but apparently regained consciousness 
ten minutes later. The following morning he 
had an amnesia for a period of twelve hours. 
Three days after the accident he had been 
given prophylactic tetanus antitoxin. Four 
days after the administration of the tetanus 
antitoxin he developed urticaria at the site 
of the injection, generalized malaise, and six 
or seven days after the injection a severe 
headache, and pain in the temporomandibu- 
lar joint occurred. Sixty grains of aspirin 
during a period of twelve hours failed to re- 
lieve the headache. The headache spread 
from the mid-frontal region to the occiput 
and suboccipital region. The blood pressure, 
which had been in the neighborhood of 120 
systolic for many years climbed to 180 mm. 
of mercury. The blood pressure dropped to 
150/96 on the administration of small doses 
of adrenalin, and the headache simultan- 
eously improved. 

On neurological examination, there was a 
slight depression of the tendon reflexes of 
the right upper limb, and a tendency to 
slight increase of the reflexes of the left lower 
limb with a positive Rossolimo on the left 
side. The optic nerveheads were a little in- 
distinct in outline and there was slight ven- 
ous engorgement in the fundus of the left 
eye. The pulse rate was 102, the blood pres- 
sure in the prone position 182/118. The symp- 
toms gradually subsided over a period of 
three days, and the patient has been in good 
health since that time, a period of a little 
more than a year. 

A third group of cases, the etiology of which 
is still controversial, have features which are 
strongly suggestive of an allergic etiology. 
Such cases are those of acute and subacute 
encephalomyelitis without direct infection of 
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the central nervous system, and quite Possibly 
a certain percentage of cases of Multiple 
sclerosis. Foster Kennedy and Andus Frantz 
call attention to the close resemblance of 
cases of acute multiple sclerosis, “The pj. 
ques, as seen at the rare autopsies in Cases 
of the acute forms, are not sclerotic; they 
are areas of the nerve tissue surrounding 
blood vessels which are infiltrated with fluid, 
What the agent may be that makes the Coats 
of these vessels permeable to serum is not 
yet known, but the morbid process is sugges. 
tively similar to those I have had under cop. 
sideration.” It may be that the sclerotic 
changes that occur in multiple sclerosis late 
are secondary to long continued or repeateg 
pressure from such areas of edema, but this 
is not proved from the pathological stang- 
point. 

Cases in this category should include those 
with specific bacterial sensitization. The pa- 
tient exhibiting focal neurological signs in 
the presence of recognized serious infection 
at a distant focus, without demonstrable in- 
fection of the central nervous system, is all 
too familiar. 

One of my patients, a boy seventeen years 
of age, had noticed a mild deep-seated pain 
in the calf muscles of each leg, beginning 
about five weeks before the time of my ob- 
servation. Simultaneously with the onset 
there was a slight motor weakness and some 
difficulty in maintaining the balance. There 
had been a diffuse pyodermia for several 
months preceding the onset. The pyodermia 
evidently had followed a skin eruption due 
to ivy poisoning. At the time of examination 
there was complete loss of tendon reflex 
activity in all four limbs, extreme ataxia in 
movements of the lower limbs, slight motor 
weakness in the lower limbs and almost com- 
plete loss of gnostic sensations in the lower 
limbs. The patient had a temperature of 
100.6 degrees, and there was a typical pyo- 
dermia, the infective agent being staphy- 
lococcus. It was feared that cord abscess 0 
extradural abscess might be present, but 
spinal fluid examination was negative and 
the Queckenstedt test was entirely normal. 
The patient was treated with bacteriophage, 
and one month later the motor power Was 
essentially normal, the ataxia was barely per- 
ceptible, and the gnostic sensory changes welt 
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much less pronounced, although they still 
were present in considerable degree. The ten- 
don reflexes were entirely lost at that time. 
two and one half months after the first 
examination the gnostic sensations were al- 
most entirely normal, and the motor power 
was normal, but there still was grave impair- 
ment of tendon reflex activity. There was no 
impairment of station and gait at that time. 
The boy had returned to his work on his 
father’s farm three months after the begin- 
ning of treatment, and although he was not 
observed after that time, a letter from his 
parents ten months after my first examina- 
tion stated that he was entirely asymptomatic. 

Another group of patients are those epi- 
leptics, in whom there is undoubtedly a direct 
relationship between contact with allergens 
and the occurrence of epileptic seizures. I 
have seen several instances of what I believe 
to be a very clear relationship of this sort, 
and Beauchemin® has reported the finding 
of an allergic tendency in nearly all epileptic 
patients with psychosis. Detailed case reports 
cannot be given in the limited space avail- 
able, but suffice it to say that the correlation 
of known gastro-intestinal or other symptoms 
characteristically of allergic origin, positive 
skin tests, and consistent epilpetic attacks 
after taking certain foodstuffs illustrate the 
point very well. For example, here is the ex- 
perience of one patient, a girl of eighteen 
years with a history of typical generalized 
clonic convulsions beginning two years prev- 
iously. These attacks occurred so character- 
istically after the patient had attended a 
football or baseball game or a dance, all of 
these occasions corresponding with the eating 
of sandwiches, drinking of soft drinks, etc., 
that a direct relationship was suggested. Skin 
tests showed a large group of food allergens, 
and we attempted to eliminate these offend- 
ers. The girl’s vivacity was such that it was 
extremely difficult to persuade her to guard 
against dietary indiscretions. The frequency 
of the attacks was lessened by the use of 
phenobarbital, later by dilantin and general 
hygienic measures. Finally, the girl recog- 
nized an apparent direct relationship between 
the eating of chocolate, (one of her aller- 
gens), and her illness. Her own experience 
convinced her more effectively than we had 
been able to do. One day she ate chocolate 
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and within an hour had a severe gastro- 
intestinal upset, headache, obstruction of the 
nasal passages, and the aura of an attack 
or possibly a mild actual convulsion. The 
general sense of malaise continued for two 
days. Two weeks later she again tried choc- 
olate with the same result, except that in 
addition to the other symptoms she fainted 
on three occasions within a short time of a 
visit to the dentist’s office. The psychic effect 
of the fainting which she regarded as a 
contemptible form of weakness in herself, 
and which had never occurred as a result 
of any pain in the past probably was the 
deciding factor in persuading this patient to 
adhere to the restrictions from the stand- 
point of the allergens. There have been no 
epileptic attacks, and no aura since that 
time. 

Another example which might be included 
either under the heading of migraine equiv- 
alent, or of epileptic equivalent should be 
mentioned. The patient, a woman forty-two 
years of age had a sudden attack of weakness 
of the left hand occurring at a time when 
she was fatigued after entertaining guests 
in her home, and after about one week of 
persistent headache located principally in 
the region posterior to the right orbit and 
deep in the posterior part of the frontal and 
anterior part of the parietal region on the 
left side. There was sudden subjective sense 
of weakness in the acute attack, probably 
with numbness and tingling of the left hand 
and numbness along the ramus of the man- 
dible, principally on the left side, with loss 
of speech. There was no loss of consciousness, 
and the patient had her wits about her suf- 
ficiently to write instructions to her servant, 
who called her husband and a physician. The 
attack passed away almost immediately after 
that, but another brief transient attack of 
similar character lasting a few seconds oc- 
curred shortly thereafter, and a third attack 
ten minutes later. The following morning she 
had a recurrence of the sense of numbness 
and weakness of the jaw, but the hand was 
unaffected. Objective neurological examina- 
tion four days after the acute attack showed 
no focal weakness, no defects of sensation 
or of coordination, but a moderate generalized 
increase of tendon reflex activity. The peri- 
pheral visual fields showed a moderate con- 
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traction of the lower nasal quadrant of the 
peripheral field of the left eye, but this was 
believed to be secondary to an old injury of 
the left eye. 

In eliciting the history, it was found that 
the patient had a recognized sensitivity to 
quinine, and that reactions after eating 
strawberries, walnuts, oranges, pork, and 
probably one or two other foods were highly 
suggestive of allergy. Skin tests demonstrated 
nine strong reactors in common foods. Her 
regime remained essentially unchanged for 
the first few weeks after the studies were 
done, and the patient experienced several 
additional attacks of similar character, but 
less severe in degree. Following the elimina- 
tion of the offending foods all of her symp- 
toms disappeared, and they have not returned 
up to the present time, a period of five 
months. 

To summarize, therefore, attention has 
been called to a group of allergic manifesta- 
tions affecting the central and peripheral 
nervous system, consisting principally of mi- 
graine, serum sickness with myeloradiculitis 
or peripheral neuritis, acute and subacute 
encephalomyelitis and epilepsy or epileptic 
equivalents. These conditions were discussed 
and illustrated. The recognized allergic syn- 
drome producing certain types of retrobulbar 
neuritis was mentioned but not discussed. 
Attention was called to certain psychic mani- 
festations, or exacerbations of minor or 
major psychoses in association with exacer- 
bations of allergy, but discussion of these 
conditions has been reserved for a future 
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communication. 
Without attempting to promulgate g bio- 
chemical explanation for the allergic gyn. 
dromes, attention is called to the importance 
and severity of physiological changes Which 
may occur in association with circulatory qis. 
turbances secondary to allergic reactions, 
These manifestations, which are clear-cyt in 
some instances, are apparently of transient 
character in most cases, but a prolongation 
of the disturbances of normal function re. 
sulting in permanent changes in the centrg) 
nervous system may easily be visualized, par- 
ticularly in the instances of myelo-radiculitis 
or encephalomyelitis. We may surmise, per- 
haps without demonstrable pathological proof 
from the postmortem table, that more per- 
manent physiological changes in the form 
of a lowered threshold for attacks of epilepsy, 
migraine, or their equivalents may be pro- 
duced by the repeated toxic effects of allergic 
flare-ups in susceptible persons. It is hoped 
that this communication may direct attention 
to the importance of allergic manifestations, 
and stimulate interest in the investigation 
of the mechanism of such syndromes, as well 
as interest in the more suitable methods of 
control. 
414 Navarro Street. 
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In the United States, and I presume that 
the same situation holds true in other coun- 
tries, it has been necessary to devise treat- 
ment procedures for criminals, rather than 
to continue with the punishment approach to 
the problem which has been the method in 
use for so many centuries. 

The reason for preferring treatment to 
punishment lies in two factors: The first 
factor is the cost of imprisonment. It has 
peen estimated that in the prisons of the 
United States the average expense of main- 
taining a convict is seldom less than $50 a 
month and in certain institutions there is 
a justifiable expense of $100 a month. It is 
true that the prison populations vary in the 
forty-eight states, as well as the criminol- 
ogical procedures. Nevertheless, more than 
half of the states have at least five thousand 
convicts incarcerated at all times in their 
state institutions and probably an equal 
number, or a greater number can be found 
in the local jails attached to large and small 
cities and towns. This expenditure of funds 
runs into hundreds of thousands of dollars 
in each state each year. 

In my own state of Michigan, a state which 
has a population of about four and a half 
million people, the expenditure is almost two 
dollars per capita for the maintainance of 
prisons and for the parole system. This ex- 
cludes the cost of police departments and 
courts, expenses which, of course, have noth- 
ing to do with the mode of treatment as 
they would, of course, continue to go on, 
although perhaps diminished in amount, 
even though the number of felons incarce- 
rated might be small. 

The second factor which makes for interest 
in treatment procedures is one which might 
be described as humanitarian. Its background 
lies in the fears of the population and its lack 
of security, two potent psychiatric factors 
which would have a tendency to lower the 
morale of the population, if crime control 
were to break down. It is, therefore, to the 
interest of any community to have its crim- 
inals properly cared for so that there will be 
a@ minimum of crimes committed against 
property and the population as a whole can 
feel safe to go about its business without 
fear of assault of one sort or another. 

While these ideas are not as clearly cut 
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in the minds of the public as they are in 
the minds of criminologists, nevertheless the 
American public, particularly that in the 
more enlightened parts of the United States, 
can easily see the need for treatment pro- 
cedures rather than an indiscriminate filling 
of penal institutions. This, I believe, is in 
contra-distinction to the practices of some 
of the old world countries, where incarcera- 
tion has been aggravated rather than dimin- 
ished. I believe, too, that in South America 
the idea of treatment has not yet reached 
the stage it has in most states, although I 
know the diagnostic procedures in crimin- 
ology in many lands south of us have been 
developed to a very high degree. 

In the United States, police and court 
methods vary with the different communi- 
ties. The basis of government in the United 
States is not that which has its head in 
Washington, where the “G” men and “T” 
men are, but, as far as criminology and the 
control of crime are concerned, is a many- 
headed hydra having forty-eight different 
little centers in the individual states. Because 
of the fact that most states contain but one 
large city, although there may be others which 
could not be considered as really small, the 
court procedures in the individual cities also 
differ. The laws are not uniform. For a well- 
known instance, some states have capital 
punishment, other states do not. 

The court procedures and the set-up of 
the administration of justice, while resting 
entirely on the United States and state con- 
stitutions, vary in major considerations in 
the different cities. The particular type of 
court administration in which the writer is 
interested is that of the psychiatric clinic 
which is attached to the criminal court of 
a big city. Probably no more than five of 
our fifteen largest cities, all of which have ap- 
proximately a million population or over, have 
such clinics. The set-up of these clinics, too, 
is different in the different cities. For in- 
stance, in New York City the clinic is a part 
of the Department of Hospitals which takes 
care of all of the psychopathic cases as well 
as the medical and surgical cases for the 
whole city of New York. In Chicago and in 
Detroit, the clinics are set up by the courts 
themselves, and they are under the direction 
of a medical man and are independent of 






307 












other court departments. In Pittsburgh there 
is a probation department and in this pro- 
bation department certain individuals, med- 
ically and psychologically trained, are de- 
tailed to do the psychiatric criminology which 
is necessary—although in practice these in- 
dividuals function as a unit quite free from 
the control of the probation department. 

Although psychiatric criminology dates to 
Lombroso and other countrymen of his, who 
lived in the last century, the type of crimin- 
ological psychiatry which is practiced today 
in the United States has become changed in 
very many major considerations. In 1907 in 
Chicago, after setting up ten years previously 
a court which would have jurisdiction over 
juveniles alone, it was found necessary to 
aid the judge in disposing of the cases of 
juveniles by the creation of a clinic to study 
the cases as individuals. It was realized that 
each offender was different from the others. 
While they may fall into many substantial 
groups, each one having its own qualities, 
nevertheless treatment of criminals and 
understanding their natures would be as di- 
versified as the number of offenders them- 
selves. To the criminologists previous to the 
present decade, this would seem to be some- 
what bizarre. Certainly, if a man steals an 
article of little value, he should not be pun- 
ished as much as if he committed a murder. 

Yet with the introduction of the medical 
concept in criminology, it was readily under- 
stood that two pickpockets or two automobile 
thieves bore no more resemblance to each 
other than two cases of pneumonia. I’m sure 
that the medical men will agree that no set 
rule can be made about the treatment of a 
physical disease. Perhaps serum should be 
used in all cases of pneumonia, and yet we 
know that in some pneumonia cases serum 
is worthless. 

In 1907, as indicated above, Healy, in this 
country, set up a clinic which was to be the 
forerunner of a large institution in Chicago 
now known as the Institute for Juvenile Re- 
search which had, seven years ago, when I 
was a member of its staff, a personnel of 
about ninety persons — psychologists, psy- 
chiatrists, social workers, sociologists, physi- 
cians, endocrinologists, psychoanalysts, clerks, 
recreation specialists, and others who worked 
together as a group in order to diagnose each 
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case of delinquency and to propose an ade. 
quate and intelligent form of treatment for 
the individual case. 

Treatment of the criminal in the Uniteg 
States at the present time can be divideg 
analagously to medicine into three divisions, 
The first might be called the division of pre- . 
vention of crime. This part has to do with 
two major spheres. These two spheres are 
sharply demarcated. One of them has nothing 
to do with the criminologist except insofar 
as his research indicates changes in the com. 
munity as a whole. Problems of poverty 
which give rise to predatory crime, domestic 
maladjustment which may give rise to as. 
saults against the person, corruption in the 
government which leads to embezzlement, all 
really fall outside the sphere of the Dsy- 
chiatrist, when one considers him as an ex. 
pert in treating individual cases. 

Nevertheless, when he finds that there is 
a major problem in the community, a social 
or an economic or other problem of a similar 
nature, it is his duty, we believe, to apprize 
those in authority of the need to make a 
change. He may be called in consultation, 
and members of our clinic have frequently 
been called in by members of the Michigan 
State government, to advise as to adequate 
methods of carrying out changes which, while 
affecting the population as a whole, havea 
particular bearing upon the crime problem. 

The second sphere in which prevention is 
important is that of the study and treat- 
ment of juvenile delinquency. I am sure that 
it would be accepted by all of us as an axiom 
that when the attitudes and the types of 
conduct of a juvenile which may later lead 
to crime can be corrected, the adult crime 
situation has a tendency to improve. As 4 
corollary, however, one must admit that there 
are a large number of mature first offenders 
who are also correctible. While the anlagen 
of the crimes to be committed in adulthood 
are undoubtedly laid in childhood, neverthe- 
less, experiments of various sorts in American 
communities with recreation and other pro- 
cedures which would tend to cut down de- 
linquency have indicated that with the clear- 
ing up of juvenile delinquency the adult crime 
situation loses some of its potency. 

I must remark here parenthetically that we 
in the New World probably have a somewhat 
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different problem than those who have been 

working in Europe. I know from communi- 
cation with my colleagues in South America, 

Central America, Canada, and Australia that 
the raw communities in the western hemis- 
phere have a greater tendency toward crime, 
not because of differences in government or 
differences in the hereditary background of 
the population, but because of the fact that 
pioneering is so recent in our country that 
there is still a reminant of the individualism 
which has been necessary in order to pro- 
perly inhabit and develop the wildernesses 
which existed until seventy-five years ago in 
the United States, and in other countries on 
our hemisphere even until today. 

To return to the preventive angle of our 
treatment of criminals in the United States, 
I should like quickly to discuss the various 
procedures which are in vogue. In some cities, 
notably New York and Chicago, clinics have 
peen established to correct deviating indi- 
viduals as early as they can be detected. In 
Chicago, this form of study and treatment 
projects as far into childhood as the pre- 
kindergarten child, and it is in keeping with 
the beliefs of many generations that this 
should be the case. The egocentric and irri- 
table child of two or three years of age has 
a greater chance of becoming a problem than 
the one whose personality difficulty develops 
a bit later. Since the studies of treatment and 
analyses of personality and conduct of these 
pre-school children have been in existence for 
only a shade more than a decade, figures, of 
course, are not yet available which will in- 
dicate how many untreated children get into 
trouble who had personality and behavior 
problems in the pre-school years and were 
untreated and became criminals and how 
many, who were treated out of an equal num- 
ber of like cases, went about their business 
without coming in conflict with the law. 

The usual procedures in this country in 
dealing with the prevention of crime through 
clinical means are through either the Juvenile 
Court Clinic, as I mentioned about Chicago, 
or through the school clinics. These clinics 
are set up in a somewhat similar fashion and 
the only reason for one being attached to a 
school system and another to a juvenile court 
rather than having both served by the same 
clinic is a matter of administration in the 
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particular community. Most big cities have 
clinics attached to both the courts and to 
the school system and there may be, as in 
Detroit, a separate, private clinic which is 
available for interesting cases which need 
more treatment and more diagnosis than 
would be available in a public establishment. 

In general, the procedures in these clinics 
are similar. It is to be expected that such 
would be the case, since they have all arisen 


- from this juvenile clinic established in the 


Chicago courts and their procedures have been 
aided and supervised by the National Com- 
mittee for Mental Hygiene which was re- 
sponsible for providing funds to found such 
Clinics in cities of less than a million popu- 
lation. There are, of course, large areas in 
the country where no such clinical facilities 
are available. To some extent, these areas may 
not need them. It has been my observation 
that crime among widely distributed popula- 
tions in states where the farmers are far 
apart and have gigantic farms is not a major 
problem. It is in our large cities that imme- 
diate need of a clinic is necessary and in the 
smaller cities it has been possible to supply 
clinical facilities perhaps once or twice a 
month by sending out units from organiza- 
tions located in cities of the same state, hav- 
ing a population of a million or over. 

Cases may be referred to clinics either in 
the large or small cities from almost any 
source. Parents who are having trouble with 
their children may bring them in; they make 
the complaint to the principal who refers 
them to the school clinic, or they may go to 
the juvenile court. Police take the children 
to the juvenile courts and the school teacher 
who has a problem child in her class may 
also make a reference to the school clinic. 
The social agencies, and in the United States 
the social agency is highly developed through- 
out the country, may refer cases to the ap- 
propriate child guidance clinic in the com- 
munity or, in a few instances, may have child 
guidance clinics of their own. 

The child guidance and preventive psy- 
chiatric procedure is more or less compara- 
tive in all these clinics, no matter to what 
agency they may be attached. The work is 
done by units rather than by individuals. 
When visiting France in 1937 and talking 
to psychiatrists from other countries, I was 
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struck by the fact that the psychiatrists or 
neurologists had to take care of the problems 
as individuals, relying only on other members 
of the clinic staff for advice which they were 
better able to give because of some technical 
training in a specialty. While it is true that 
in the United States the psychiatrist still 
remains the center of such a unit, it is my 
belief that the majority of properly trained 
psychiatrists, and we do now insist on many 
years of special training, are willing to direct 
special problems into hands which have more 
experience in the specific problem than their 
own. 

In most clinics, it is true that the psychia- 
trist heads the unit, that his word is final, 
and this rests upon the fact that medical 
problems and the problems of mental disease 
which are best studied by him, are in his 
sphere. Nevertheless, the psychologist and 
social worker are increasing in importance. 
The psychologist makes special studies of the 
ability of the individual to progress in school, 
whether that individual has an organic read- 
ing difficulty or, perhaps, whether he has a 
major personality defect due to some type of 
psychological malfunction. The sociologist 
and social worker delve into the background 
of the child in order to get a clear picture of 
the various mechanisms at work, such as 
maternal overprotection, maternal rejection, 
or the Oedipus complex, which would aid in 
solving the difficulty. 

Treatment in such cases is predicated en- 
tirely upon diagnosis. Usually the treatment 
of the juvenile reflects back into the home. 
The parents are treated and advised. Some- 
times the children are taken from homes and 
placed in foster homes where the foster par- 
ents are likely to be more understanding than 
the real parents. 

In dealing with adults we have a somewhat 
similar problem. Attached to both the courts 
and the prisons in the more advanced states 
are highly developed psychiatric clinics.!.2.3 
The purpose of the clinic in the court is to 
diversify treatment and to keep as many in- 
dividuals safely in the community as possible. 
In our own clinic, for instance, we have de- 
veloped techniques by which we can predict, 
in somewhat the same way that the actuary 
does in predicting life-span, whether an in- 
dividual is likely to make good on probation.‘ 
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This probation is a form of supervision carrie 
out by a court officer who has the right to 
arrest and who has the training of the Social 
worker; namely, goes to the home, advise 
the individual about his economic problem 
secures work for him, even gets friends i 
necessary and stands in the position of a 
parent. 

Since so many of our young offenders in 
the United States are such because of an 
emotional maladjustment due to a parent 
conflict, a stabilized, properly trained and 
intelligent probation officer, aided by a Psy- 
chiatrist who has made a diagnosis with the 
help of his staff, is frequently able to take 
the father role and to keep the offender 
out of very much trouble in the future. p 
some cases, specific psychiatric treatment 
is necessary. This is particularly true of those 
cases where sex offenses such as rape, in- 
decent exposure, and tampering with the 
private parts of a minor child, be it a girl 
or a boy, have been committed. We specif- 
ically make a thorough study of such indi- 
viduals by psychological, psychiatric, and en- 
docrine means and treat for the specific 
mental disorder which comes out of our ex- 
amination.5.6.7 

A third method of treatment is reference 
to a private physician to correct an endocrin- 
ological disorder or to give psychiatric treat- 
ment. This is available to the courts all 
through the country, although it must be ad- 
mitted that they do not always take ad- 
vantage of the fact that it is available. 

The diagnostic units are similar in the 
adult clinic to those in the Child Guidance 
Clinic. Each individual is studied and the 
specific causes of the crime, as far as we are 
able to ascertain them, are the basis for 
treatment. We try to remove the cause first. 
If we cannot, then we give palliative treat- 
ments. Of course, one form of palliative treat- 
ment is to place the man on probation with 
the usual lecture about how to behave hin- 
self and to cooperate with the law. This is 
often greatly successful, even though it is of 
a sort of a random nature and the treatment 
is not directed to a particular cause of the 
crime. 

Another form of treatment is that of in- 
carceration. There are two kinds of indi- 
viduals that we feel are adequately treated 
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py being penalized. One of them is the person 
who has guilt feelings and who, if he can be 

roperly punished, will have his emotional 
conflicts resolved. As most psychiatrists are 
willing to recognize, there are a number of 
expiative mechanisms which lie behind many 
crimes, particularly those of a sexual nature 
or of offenses against the person. It may, 
perhaps, not be possible to psychoanalyze all 
cases going into prison, or going before a 
court, but it is possible even in a relatively 
short interview to secure a picture of the 
nature of the mechanisms which are causing 
the crime. A too deep mother attachment is 
very important in cases of crimes directed 
against the person. Rejection of the father 
seems to be very important in predatory 
crimes, and in this case the father is re- 
presented by the police or by, perhaps, so- 
ciety as a whole, which causes the individual 
to steal or commit similar offenses. A tend- 
ency to want to commit these crimes, as in 
the type of offense that we used to call klep- 
tomania, is aggravated by not having the 
individual punished. Often, of course, this 
punishment can be carried out by a severe 
reaction on the part of a judge who acts as 
a father symbol. 

More often, incarceration with thorough- 
going study, with advice, treatment and 
understanding surveillance is a very good 
procedure. But this punishment should not 
be done from a standpoint of revenge. Coupled 
with such punishment, must be placement 
in industry; that is, the person who is sent 
to prison must learn a trade; he must learn 
how to get along with people; he must de- 
velop an interest in his fellow-men and an 
understanding of the difference between 
meum and tuum. 


In prisons, too, actuarial tables are being 
built up, from which it can be decided when 
aman should be allowed to return to the 
community, if at all. Last but not least, it 
might be an acceptable form of treatment, 
although the word is loosely used in this 
respect, to conceive of life imprisonment, at 
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least incarceration for a long period of years, 
to keep the person out of circulation. We 
must admit that psychiatry and criminology 
are not yet omniscient; that there are indi- 
viduals whom we cannot understand and 
cannot treat by discovering the causes of: 
their offense and removing them; and that 
there are other individuals who, even though 
we know the causes of their misbehavior, can- 
not be approached because of some major 
pathological feature in their make-up. These 


‘people, then, must be kept incarcerated. 


To summarize, I might say that in the 
United States, although the treatment pro- 
cedures are diversified according to cities 
and states, there are three general means of 
handling the criminal. The first, a preventive 
method, is to keep the juvenile out of trouble 
by finding out the causes of his personality 
maladjustments and treating them. The 
second lies in studying the individual before 
he has committed such a severe crime that 
he can no longer be treated, and placing him 
in a community with an effective father sub- 
stitute. The third is to resolve guilt feelings 
by incarceration and, if necessary, to segre- 
gate the individual permanently, or until he 
is cured. 


Psychopathic Clinic, Recorders Court. 
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A New Test for the Diagnosis of Certain Headaches. 
The Cephalalgiogram* 


TEMPLE FAY, M_.D., F.A.C:S. 
Philadelphia, Pennsylvania 


Dr. Fay received his M.D. degree from the University 
of Pennsylvania School of Medicine in 1921. Since that 
time, he has been connected with the University in eight 
different departments as instructor and associate. At 
present, he is Professor and Head of the Department of 
Neurology and Neurosurgery of Temple University Med- 
ical School. Dr. Fay is affiliated with some fifteen medical 
societies, holding the offices of Regent for the Interna- 
tional College of Surgeons; Vice-President for the Inter- 
national League against Epilepsy; and Regional Director 
of the State of Pennsylvania for the Pan-American Med- 
ical Association. In 1929, he was the recipient of the Gold 
Medal Award, Class A, Scientific Exhibit of the American 
Medical Association and, in 1935, he received the Special 
Award of Merit from the same organization. 


In a recent paper dealing with the mech- 
anism of headache! a new diagnostic test 
which we have chosen to designate as a 
“Cephalalgiogram” was presented. Its value 
as an indicator for appropriate treatment 
of certain types of headache has been further 
observed. 

The “Cephalalgiogram” is easily performed, 
but as the method involves additions and 
withdrawals of spinal fluid from the lumbar 
canal, strict aseptic technic must be observed. 


The Procedure 


The patient lies upon the side in an hori- 
zontal position on a level surface, such as a 
litter or operating table. The usual lumbar 
puncture posture, with knees flexed and 
lower back favorably arched is desirable. 
Sand-pillows are adjusted beneath the head 
so as to bring the neck and the sagittal sinus 
on the same plane as the spinal canal. The 
patient should be relaxed, breathing easily 
and with no obstruction to free circulation 
about the neck, chest or abdomen. 

The skin in the lumbar area is carefully 
prepared with appropriate antiseptic solu- 
tions (either followed by 1% picric acid), 
(alcohol followed ‘by 312% Iodin). Lumbar 
puncture is then performed in the usual 
manner, using an 18 or 20 gauge needle. 
Appropriate amounts of local anesthesia 





* Presented before the Section of Neurology and 
Psychiatry, 88th Session of the American Med- 
ical Association, June 10th, 1937, Atlantic City, 
N. J 


1 Fay, Temple: “The Mechanism of Headache,” 
Trans. Amer. Neurolog. Assoc., 1936. 
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should be used so as to avoid disturbing the 
patient, as holding the breath, Straining, or 
any emotional display may alter abnormally 
the subsequent pressure and volume determ. 
inations. 

The initial cerebrospinal fluid pressure is 
read from a mercury manometer, connecteg 
to the lumbar needle by means of a sterile 
rubber tubing and adaptor. A sterile 100 e¢ 
burette (carefully graduated) is filled with 
from 50 c.c. to 75 c.c. of sterile, physiologica) 
saline solution, at approximately 103° F. 

Sterile tubing and a “T” connection or 
“two-way” stopcock joins the burette system 
to the manometer and the lumbar needle, 4 
sterile screw clamp on the burette tubing js 
placed near its attachment to the manometer, 
so that the flow of saline solution can be re- 
gulated, as well as the burette system “cui 
off” during the time that pressure readings 
are being taken throughout the test. The 
operator should wear mask, gown and sterile 
gloves during the handling of these connec- 
tions and the saline solution used. 

With the connections open and the mano- 
meter in circuit, the operator may raise the 
burette to permit fluid to rapidly run into 
the spinal canal, watching the pressure being 
exerted on the internal and external fluid 
systems thus connected, as well as measuring 
the volume of fluid introduced. The burette 
can also be lowered to allow spinal fluid to 
flow rapidly out of the canal into the burette, 
while pressure and volume readings are being 
recorded. 

When a patient is to be tested by this 
method, the operator rapidly alternates the 
procedure of introduction and withdrawal of 
fluid by raising and lowering the burette. The 
patient should be instructed to indicate the 
moment when “headache” begins during the 


addition of fluid. The amount of fluid intro- . 


duced is then read off the burette and the 
pressure noted. These figures are charted 0 
a graph. 

The effects of the addition of further fluid 
into the spinal canal upon the headache, 
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its intensity and distribution, should be noted 
and the volume readings and pressures re- 
corded. When the patient shows signs of in- 
tense pain, Or when headache similar to 
that suffered spontaneously occurs, the total 
amount of fluid from the burette, required 
to produce this response is determined, the 
coincident pressure recorded and the pro- 
cedure reversed. It is desirable to maintain 
an uniform positive pressure of about 20 mm. 
Hg. during the phase of fluid introduction. 

The burette is then lowered, permitting 
fluid from the spinal canal to escape back 
into the burette. 

A negative pressure of —6 mm. Hg. is de- 
sirable. 

Withdrawal of fluid from the spinal canal 
should definitely relieve the induced headache 
and it is important to establish the “vanish- 
ing” point of symptoms in terms of pressure 
and volume. A period of complete or almost 
complete freedom from headache follows, as 
the fluid continues to flow into the burette. 
The patient usually indicates a definite point 
where he or she is “quite comfortable” and 
this level is noted on the burette (by sliding 
a rubber-band to the fluid level indicated). 
Computing this level with the original level 
of fluid in the burette gives the first index 
of plus or minus altered volumes within the 
craniovertebral system, which may, if abnor- 
mal, be associated with the mechanism of 
headache. 

As fluid continues to flow out of the canal, 
the patient will sooner or later begin to again 
complain of headache. The negative displace- 
ment volume reading is again made upon 
the burette and the patient requested to 
describe the headache, its radiation and in- 
tensity. When the patient’s reaction indicates 
intense pain, a final reading is made and the 
burette promptly raised. The “headache” is 
again relieved as fluid flows into the spinal 
canal. A point of “comparative comfort” is 
again reached, which is noted and compared 
With the former level established previously. 

The fluid system is then allowed to come 
to an equilibrium in the “zone of comfort” 
with pressure readings approximating the 
original level. 

The test should establish an upper level 
for “headache” (when too much fluid is in- 
troduced into the ventriculo-subarachnoid 
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system) and a lower level for “headache” 
(when too much fluid has been withdrawn 
from this system through the spinal canal) 
as well as a zone of “relative comfort” or re- 
lief from headache. These upper and lower 
levels should be quickly checked by repeating 
the raising and lowering of the burette; final 
readings being made and compared with the 
first series. An attempt is made by the oper- 
ator to have the patient select from this series 
of “headache” experiences, arising from the 
two extremes of fluid volume alterations (or 
some important interval) an experience sim- 
ilar to the one originally suffered, for which 
clinical relief is sought. 

The graphs which are obtained from such 
a series of observations (Figure I) and which 
show the pressure and the volume of fluid 
displaced necessary to produce the symptoms 
of headache, constitute the “Cephalalgio- 
gram.” 

It is important to note that these observa- 
tions enhance the contention made else- 
where! that a “stretch” mechanism of the 
cerebral vascular tree is probably responsible 
for the sensation of headache. 

With diminished cerebrospinal fluid vol- 
ume, there is permitted an excessive hyper- 
emia, with “stretch” of the large venous 
sinuses, certain of which carry pain fibers. 
Pain referred to the top of the head and 
back of the head may follow the venous ana- 
tomical pattern. Hyperemic stretch of the 
arterial component likewise occurs giving rise 
to a throbbing pain following the distribution 
of the anterior and middle cerebral arterial 
branches. 

This “hyperemic type” of headache is seen 
chiefly in individuals who are underweight, 
who are victims of anxiety neurosis and 
in mental workers after prolonged concen- 
tration and study, as well as in those suffer- 
ing from infection or trauma which may 
induce hyperemia in any portion of the car- 
otid distribution. 

With increase in cerebrospinal fluid vol- 
ume, due to obstructive processes, tumors, 
meningitis, edema, simple hydration or de- 
fects in local and systemic elimination of 
fluids (renal deficiencies), over-accumulation 
of fluid places the ventriculo-subarachnoid 
system in a distended state and the vascular 
network becomes stretched over the arch of 
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the ventricles and by arachnoidal attach- 
ments to the surface arteries in the sulci. 
Ischemia is associated with this type of 
mechanical stretch, due to the increased fluid 
volume and consequent diminished blood 
volume (Monro Kellie doctrine). Reduction 
in the fluid volume within the ventriculo- 
subarachnoid spaces brings about relief of 
headache in this type, along with beneficial 
readjustment of blood volume relationships 
(ventricular tap, spinal drainage, purgation, 
sweating, dehydration). 

It is important to note that abnormal meas- 
urable alterations in intracranial volume re- 
lationships may occur without significant 
changes in spinal pressure. This is indicated 
in the “Cephalalgiogram” procedure. Such is 
so frequently the case clinically that no cor- 
relation of pressure with the symptom of 
headache is possible. Where spinal pressure 
is increased, the corrective measures required 
are obvious, but where pressure is found to 
be “normal” confusion as to the cause is 
only too frequent, as past medical experience 
has shown. 

In the last analysis, “pressure” only re- 
presents an indez of the force arising between 
opposing volumes within a closed container. 
Clinical manifestations more closely follow 
abnormal volume shifts than alterations in 
pressure. Nature tends to maintain “normal” 
pressure relationships, if possible, by altera- 
tion in the volume components. 

The “cephalalgiogram” as a test may in- 
dicate the direction in which the volume re- 
lationships have been unfavorably altered, 
as the range of displacement of fluid required 
to bring about the symptom of headache will, 
in suitable types, show a positive or negative 
alteration of volume. 

From a clinical standpoint, there are at 
least two typical groups of patients suffering 
from “headache,” and in whom are repre- 
sented the extremes of cranio-vertebral fluid 
alterations. Between these two extremes lies 
a spectrum of variations of degree and in- 
trinsic disturbances as yet undetermined. 

The first or “hydration” type arises, for the 
most part, in the plump, well-nourished, 
slightly over-weight group of individuals who 
either consume excessive amounts of liquids 
and food, or whose portals of elimination 
through the kidneys, skin or bowels are slug- 
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gish or impaired. 

In this group, “high tides” of fluig with 
storage, or inability to properly eliminate 
tend to periodically produce the over-f 
effect of excessive ventriculo-subarachnoiq 
“stretch” of the arteriovascular network, with 
resultant “throbbing” headache, fronta] or 
temporal in location. Collateral symptoms of 
mental hebetude, dullness, irritability, vomit. 
ing, etc., indicate excess of free or tissue- 
bound fluid within the cranio-vertebra] cay. 
ity, irrespective of “normal” spinal fluid pres- 
sure findings. 

Therapeutic measures directed toward elim. 
ination and reduction of body water Weight, 
or direct relief of the intracranial obstructive 
processes are indicated. 

The second, or “dehydration type” of heag- 
ache arises for the most part, in the thin, 
under-weight individual, or in one suffering 
from some emaciating disease. Insufficient 
fluid retention in the body reservoirs, or di- 
rect loss from the cerebrospinal fluid reser. 
voir, such as encountered in cerebrospinal 
fluid leak or following spinal fluid drainage, 
gives rise to the hyperemic phase of stretch 
which may involve the large venous sinuses 
of the dura as well as the arterial tree. 

This variety of headache is usually local- 
ized at the top of the head, deep behind the 
eyes to the back of the head, and may range 
from a feeling of “pressure” to one of intense 
ache. When combined with the arterial fac- 
tor, a throbbing character is added. It is 
commonly encountered in the neurotic group, 
the fatigue types and those who manifest 
an undue amount of elimination with failure 
to replace fluid loss to the cranio-vertebral 
reservoir. 

Collateral symptoms are those of nervous- 
ness, excessive activity of mind and body, 
poor health and general under-average 
weight. 

Therapeutically, forcing of fluids usually 
fails to bring retention of body fluids as 
indicated by a gain in the patient’s weight 
(“one pint equals one pound’). If, however, 
the patient is placed upon high carbohydrates 
with small doses of insulin (5 units three 
times daily) along with rest and sedatives, 
rapid weight gain may ensue and relief of 
symptoms follows the expulsion of excess 
blood from the cranio-vertebral cavity, 4 
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the “tide” in this particular reservoir rises, 
permitting more normal volume adjustments. 

since we have maintained careful records 
of liquid intake and output on our patients, 
watching changes in body weight (loss or 
retention of fluid) we have found many in- 
stances where either excessive liquid intake 
or definitely insufficient amounts of fluids 
have been responsible for the patients’ suffer- 
ing. Correction of these habits alone bring 
the much desired relief. Too often the pa- 
tients’ fluid intake habits are not investigated 
and the cause of common headache over- 


looked. 
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The procedure has shed considerable light 
upon the alterations of volume relationships 
which are possible within the cranio-vertebral 
cavity, as well as reciprocal tides of blood 
and fluid that may under certain conditions 
occur. 

Headache as a symptom marks, in certain 
instances, the extremes of these “tidal” varia- 
tions. 

Two mild reactions have been noted so far 
with meningeal signs lasting twenty-four 
hours. No other untoward effects have fol- 
lowed the procedure. . 
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FIGURE I 


Diagrammatic representation of the volume alterations of cerebro-spinal fluid 
and their relationship to stretch mechanisms associated with headache. Between 
the two extremes of high and low tides of fluid lies a zone of comfort. 
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The Rational Treatment of Manic- 


Depressive Reactions 


FREDERICK LEMERE, M.D. 
Seattle, Washington 


Dr. Lemere graduated from the University of Nebraska 
Medical College in 1932. Following his interneship, he went 
to Colorado Psychopathic Hospital on a two year Com- 
monwealth Foundation Fellowship. Next, he spent a year 
in England at Cambridge and the National Hospital 
working on Electroencephalography and Clinical Neurology. 
Before entering private practice three years ago, Dr. 
Lemere served as Neuropsychiatrist at the Eastern State 
Hospital of Washington. Dr. Lemere is at present on the 
neurologic staff of the King County Hospital and is an 
Associate Fellow of the American College of Physicians 
and the American Psychiatric Association. He is also a 
Diplomate of the American Board of Neurology and Psy- 
chiatry. He has published about fifteen articles on the 
innervation of the larynx, electroencephalography and 
other neuropsychiatric subjects. 


There have been numerous theories ad- 
vanced as to the cause of manic-depressive 
psychoses, ranging from repressed aggression 
to some undetermined glandular imbalance. 
Recent research with the electroencephal- 
ograph!.2 and metrazol shock therapy? jus- 
tifies a reformulation of our concepts as to 
the physiopathology of this disorder. 

It has been obvious, clinically, that manic- 
depressive reactions are due primarily to some 
alteration in the emotional stability of the 
individual. Thinking disorders, such as hal- 
lucinations, delusions, phobias or obsessions, 
should be considered secondary to and de- 
termined by the underlying affective disturb- 
ance. 

Being primarily an emotional disorder, the 
pathology is probably centered in that part 
of the brain surrounding the third ventricle, 
i.e., the diencephalon, including the thalamus 
and hypothalamus. Neurophysiologists*> and 
pathologists® have shown that destruction of 
the diencephalon results in apathy and emo- 
tional blunting, while stimulation produces 
symptoms of increased emotional excite- 
ment.7.8 Clinically, it also would seem that 
the physiopathology resides in or near these 
centers because of the sleep, appetite, weight, 
metabolic, vasomotor and endocrine disturb- 
ances which form such an integral part of 
this disease. These are all functions which 
are known to be especially represented in the 
central autonomic ganglia of the nuclei of 
the hypothalamus’. 

Repeated examination of these cases with 
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the electroencephalograph suggests that the 
specific pathology is an overactivity of the 
diencephalon!. Moderate emotion has been 
shown to strengthen the alpha waves of the 
brain while excessive emotion destroys them, 
probably due to a Wedensky type of blocking 
from overexcitation.!0.11,12. The majority of 
manic-depressive personalities show a consis- 
tently strong alpha brain rhythm indicative 
of a constant affective tone above normal ang 
probably constitutionally determined. When 
one of these people becomes ill, the rhythm js 
very apt to decrease in intensity, Suggesting 
in these cases excessive emotional excitement 
with cortical blocking. That strong emotion 
can temporarily block the cortex is evident 
to anyone who has committed foolish and 
unthinking acts in the “white heat of pas- 
sion.” Those manic-depressive cases showing 
destruction of the alpha rhythm usually have 
a return of this rhythm to its normal intensity 
on recovery from their illness. 

Metrazol convulsive treatment of depressed 
cases is one of the most specific therapies 
in the whole field of psychiatry and an under- 
standing of its action would be especially 
illuminating. Grinker’? has shown that me- 
trazol acts on the diencephalon and that its 
effect can be reproduced by electrical stimu- 
lation of the diencephalon. If metrazol stim- 
ulates the diencephalon, why should it be 
beneficial in this condition when the dien- 
cephalon is already overstimulated? This 
apparent paradox can best be explained by 
comparing the diencephalon with an electrical 
condensor that is accumulating a charge of 
electrical tension. After the tension builds 
up to a certain peak it will discharge across 
a spark gap, provided this is available, re- 
ducing the tension to zero. Clinical observa- 
tion indicates that this explanation of the 
action of metrazol is a true one. After the 
convulsion, which is equivalent to the spark 
gap discharge, there is a let down of emo- 
tional and nervous tension, lasting for vary- 
ing intervals until the tension builds up 
again, only to be released by another con- 
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qusive treatment. Eventually the tension 
diminishes or wholly disappears and the cur- 
ative process of subsiding diencephalic exci- 
tation is hastened. Cases treated too early 
in the illness are apt to relapse, perhaps be- 
cause the neurophysiologic status of the dien- 
cephalon is such that a certain ripening of 
the illness has not occurred and tension again 
arises after cessation of the treatment. This 
also explains why subconvulsive doses of 
metrazol are SO harmful, since they stimulate 
without affording the opportunity for release 
of tension through the convulsion. 

Whether metrazol will be as efficacious in 
manic cases as in the depressed ones, has not 
peen determined. Why diencephalic over- 
activity results in a manic attack at one time 
and a depression at another is also a mystery, 
put may be related to Pavlov’s excitatory and 
inhibitory types of nervous activity. 

If diencephalic overactivity is the cause of 
manic-depressive illnesses, then other ac- 
cepted forms of treatment become rational. 
The administration of barbiturates, with their 
direct depressing effect on the diencephalon, 
should be considered specific therapy. The 
elimination of all possible emotional stimuli, 
responsibilities and obligations and placing 
of the patient in an emotionally neutral en- 
vironment becomes an understandable neces- 
sity. Psychotherapy with reassurance as to 
recovery and discussion of psychogenic factors 
aid materially in reducing emotional tension. 
The rationale of treatment in manic-depres- 
sive cases, then, becomes a matter of promot- 
ing diencephalic rest and quiet in every way 
possible. 


Summary and Conclusions 


(1) A working hypothesis based on newer 
research methods and treatment is advanced 
to explain the physiopathology of manic- 
depressive psychoses. Overactivity of the emo- 
tional and autonomic centers of the dien- 
cephalon is considered to be the cause of 
these reactions. 
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(2) Treatment should be directed toward 
quieting the diencephalon by any method 
available. Reducing emotional stimuli, re- 
duction of responsibilities and obligations, 
placing the patient in an emotionally neutral 
environment and psychotherapy are all in- 
dicated. 

(3) Specific therapy consists of the use of 
barbiturates with their direct depressant ef- 
fect on the diencephalon. The most potent 
of all the therapeutic agents, metrazol con- 
vulsive treatment, probably acts by discharg- 
ing the diencephalic tension in a manner 
Similar to the discharge of an electrical 
condenser across a spark gap. Each convul- 
sion discharges the accumulated tension and 
promotes the diencephalic quietude which is 
the objective of treatment in manic-depres- 
sive cases. 

706 Medical Dental Bldg. 
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(Continued from page 292) 
may adversely affect his good adaptations to 
the world and bring him unhappiness. He 
may be dominated by a tyrannical Super-Ego. 
The poor Conscious may have a very difficult 


time of it, between powerful forces from with- 
in and difficulties with Reality, i.e. the world, 
without. 
Glenn Myers, M.D., 
Los Angeles, California. 
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Case Notes in Extramural Psychiatry 


Case I: Mental Deficiency in a Seven Year Old White Male. 


FREDERICK L. PATRY, M.D. 
Albany, New York 


Dr. Patry received his M.D. degree from the University 
of Toronto in 1925. He is a Diplomate of the American 
Board of Psychiatry and Neurology; a Fellow of the Amer- 
ican Psychiatric Association, and the American Ortho- 
psychiatric Association; and a member of the Association 
for Research in Nervous and Mental Diseases. He has 
over 200 publications on psychiatry and neurology to his 
credit. At present, he is Consulting Psychiatrist for the 
Anderson School and the Potts Memorial Hospital. Also, 
in addition to his private practice, he is Regional Neu- 
ropsychiatrist for the U. S. Veterans’ Administration. 


Complaint Problem: Mother states that pa- 
tient does not talk enough for his age. He 
tends to repeat the same sentences and rare- 
ly uses new words. When asked to repeat a 
sentence he only says the last word of it. 
Mother does not want her child placed in a 
special class for the mentally retarded in the 
public schools, but wishes him to enter the 
regular grade class. 

History of Present Problem: Patient came 
into the world a “blue baby”. The doctor stat- 
ed that he would not live two weeks after 
taking him home. Although there was diffi- 
culty in bringing about breathing at birth, 
he nursed at the breast for six months. There 
was rapid gain in weight so that at nine 
months he weighed 29 pounds. (Patient was 
full term, weight eight pounds, the younger 
of two children.) 

He began walking at the age of one, but 
was very slow in getting his first tooth, over 
one year of age. Speech delay was the out- 
standing abnormality, there being no single 
word spoken until the age of five. At first 
these sounds were unrecognizable and char- 
acterized by repetition of single syllables with 
pointing. In the last two years there has been 
definite improvement so that at the present 
time he can speak sentences of two or three 
words. 

Patient is able to assist in dressing him- 
self, but can not tie his shoes or a cravat. 
No enuresis after the age of two. Prior to the 
age of two he was afraid of dogs, cats, rain, 
fire engines, and movies. Since this age he 
has gradually become desensitized toward 
these stimuli. He is inclined to be fussy about 
his food, registering strong likes for only 
certain things such as soup and meat. 
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There have been no convulsions. He Wants 
his way all the time. Parents feel that they 
have babied him, but have shown no Dar- 
tiality with respect to his older brother, 

Sleep is very good; appetite normal; weight 
satisfactory for age. Mother states he has re. 
cently been growing taller. 

In play he tends to associate with those 
who are four or five years of age. At times 
he has temper spells. He understands direr- 
tions and will act upon them for the most 
part, although he is unable vocally to respond, 

Personal History: Personality is describeg 
as very shy, seldom talks to anyone except 
to members of the immediate family. He has 
a tendency to put his fingers in his mouth. A 
babied, spoiled child, who has temper spells 
if he does not have his own way. 

Patient entered kindergarten at the age of 
six in September, 1938. At that time, the 
teacher was unsuccessful in getting him to 
talk. Later in the year there was definite im- 
provement. This spring the mother stated 
he was rated for “passing” into the first grade 
this September. Recently, however, the moth- 
er stated that she received a letter from the 
school stating that the principal thought it 
best to place him in a special class for the 
mentally retarded. The mother is resentful 
toward this, stating that they perhaps do not 
wish to be bothered with him. Moreover, she 
is fearful that it will do her son no good to 
be associated with mentally deficient child- 
ren regarding whom she has heard much that 
is not so. 

Patient has good habits regarding sleep and 
excretory functions. 

Past illnesses have included whooping 
cough, measles, and chicken pox. Tonsillec- 
tomy was done at the age of three. 

Patient lives in an apartment with his 
father, mother, and a brother, age nine. He 
has a bed to himself. 

Family History: Father, age 34, Italian, 
butcher, enjoys good health with the excep- 
tion of colds in the winter. Mother, age 31, 
Italian, began to suffer asthmatic attacks 
soon after the birth of patient in 1932. This 
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was preceded by sinus trouble and head colds. 
It is interesting to note that since asthmatic 
attacks appeared there has been no sinus 
trouble. She is under treatment for this al- 
lergic disorder, certain elements of diet elim- 
inated and desensitization inoculations being 
given. Brother, age nine, is in good health 
except for colds in the winter time. He is in 
the fourth grade, speech normal in develop- 
ment. 

No history of nervous or mental disorders 
admitted in paternal or maternal lines. 

Physical and Neurological Examination: A 
small-sized, poorly and somewhat asymmet- 
rically developed pale white male. Height and 
weight within normal range. Head circum- 
ference only 18 inches (average 20 inches at 
age seven). 

Cranial Nerves: Smell is normal. Pupils are 
equal, central and circular, and react to light 
and accommodation. He has worn glasses 
since the age of fifteen months because of 
astigmatism and twitching of the right eye. 
Glasses were changed a year ago. Vision is 
subjectively good; no gross defects in visual 
fields, fundi negative. Slight internal squint 
is present in right eye. IV and VI are nega- 
tive; V negative. VII negative; VIII negative; 
IX, X, and XI negative. Speech is difficult 
to understand because of low intensity and 
lack of clarity of enunciation. He tends to 
overlap his lips so that his speech is damp- 
ened and blurred. On repetition, however, he 
is able to repeat single words clearly. 

No muscular weakness, atrophy, or fibrilla- 
tions; grips equal, gait normal, no tremors 
or ataxia. Muscle tone is good. There is no 
loss of sphincter control. 

No loss of deep or superficial sensibilities; 
no asterognosis; no loss of sense of position 
or vibratory sense; no tenderness of spine 
muscles or nerves; no pain or hyperasthesis 
are present. Tendon reflexes are all active 
and equal. There is no clonus, no Hoffman. 
The Abdominals are active. Plantars flexor 
is noted. Thyroid gland is normal and there 
is no evidence of other endocrine pathology. 

Mental Examination: His appearance is 
that of a well-dressed, bashful, but smiling 
Italian boy of seven years, who wears glasses. 
Stream of thought is connected, but there is 
ho spontaneity. He appears happy, both sub- 
jectively and objectively considered. There 
are no abnormal trends. Sensorium is clear. 
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Binet-Simon intelligence test shows: CA 7-4; 
MA 2 years six months; range, unable to do 
any of fourth year; I. Q. just below 40. He is 
able to name parts of the body correctly and 
to name familiar objects. He fails to repeat 
in toto certain sentences. He is unable to draw 
a square or count four pennies. 

Diagnostic Formulation: A mentally defec- 
tive Italian boy of imbecile level apparently 
of congenital origin. The fact that he was a 
blue baby with difficulty in resuscitation may 
have been a factor playing a role in mental 
retardation, but this is not a leading factor. 
The parents are of average intelligence. Pa- 
tient is also handicapped by behavior prob- 
lem difficulties owing to poor habits of emo- 
tional control in which some measure of emo- 
tional instability is associated with delay of 
mental development. 

Prognosis: The mother and father were in- 
formed that their child would, in all prob- 
ability, always remain a person of deficient 
intellectual development although improve- 
ment in certain skills and intellectual acqui- 
sition could be expected, but not at the nor- 
mal rate. They should never entertain the 
hope of his becoming of normal intelligence 
although he could, with adequate training 
and supervision, become a happily adjusted 
child socially and occupationally on an un- 
skilled labor level. Formal school achieve- 
ment of the academic type should not be ex- 
pected except in a very limited way with 
respect to the three R’s. 

Treatment: This patient is fortunate in 
living in a city where there is provided a 
special class for the mentally retarded, di- 
rected by a teacher with special qualifica- 
tions in this branch of education. He is some- 
what below the usual range of I. Q. (50-75) 
required for admission to such classes. The 
class is necessarily small and for this reason 
the patient will receive the best opportunity 
for individual instruction in keeping with 
his restricted intellectual assets. The major 
part of his time should be devoted to habit 
training in practical manual skills and a less- 
er time given over to the rudiments of numb- 
ers, word recognition, and speech training. 
The most important contribution of the 
school will be in furthering good habits of 
social adjustments so that he can learn to 
get along reasonably well with others. It is 

(Continued to page 320) 
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SANITARIA DIRECTORY 


The sanitaria listed in this section are among the finest private sanitaria in the United States 


They are prepared to offer private, individual, specialized care to your patients. 





BEVERLY HILLS SANITARIUM 


Dallas, Texas 


PASADENA SANITARIUM 


South Pasadena, California 








COLORADO SPRINGS PSYCHOPATHIC 
HOSPITAL 
Colorado Springs, Colorado 


ROBINSON CLINIC 


Kansas City, Missouri 





COMPTON SANITARIUM and 
LAS CAMPANAS HOSPITAL 
Compton, California 


ST. ALBANS SANATORIUM 
Radford, Virginia 





DR. GREENWOOD'’S SANITARIUM 


Houston, Texas 


ST. JOSEPH SANITARIUM 
Dubuque, Iowa 





GLENSIDE 


Boston, Massachusetts 


TWIN PINES 


Belmont, California 





LIVERMORE SANITARIUM 


Livermore, California 


WOODCROFT HOSPITAL 
Pueblo, Colorado 
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important that his sense of ego be developed 
and maintained on the level of interests and 
activities which success and achievement can 
obtain. The parents must be mindful that he 
be not compared to disadvantage with his 
older brother or with other children, as this 
would sour his personality make-up and bring 
about unnecessary inferiority and emotional 
complexes. The essential thing is to see that 


a 24-hour schedule of home, school, and com- 
munity program will be set up, in which he 
will be known as a happy child. To this end, 
habit training in home chores can provide a 
medium whereby parental praise and com- 
mendation may be liberally employed in order 
to compensate for his inability to show off 
to good advantage in formal education 
achievement. 

214 State Street. 








